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Each of the separate phases of research work, such 
) as bacteriology, botany, chemistry, pharmacology, 
physiology, pharmacy, etc., is supervised by a 
‘ scientist of specialised training and frequently of 
> national or international reputation. Under him is 
a staff of skilled technicians working with up-to-date 
. equipment in an endeavour to bring to light new 
knowledge and to explore new avenues in the 
q conquest of disease. 
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This work of research, which has been in progress 
in the Parke-Davis Laboratories for more than 
half a century, is not controlled by time, schedule 
or calendar—often many months and even years 
are spent in the solution of a problem, and the 
only stipulation is that the work shall be done 
conscientiously and well. 
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50 BEAK STREET, LONDON, W.1 
Laboratories : Hounslow, Middlesex. Inc. U.S.A., Liability Lid. 
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School Life and After for the Handicapped Child 


By W. ALLEN Datey, M.D., M.R.C.P. 


We are, rightly, proud of our national educational system. Anyone who has read 
the recently published book “ The Silent Social Revolution ” by Mr. G. A. N. Lowndes 
(1937), will appreciate the enormous progress which has been made within the last 
few decades. The developments on the purely educational side are matters of common 
knowledge. Most people are aware of that section of the work of the School Medical 
Service which provides for the inspection and treatment of children attending the 
public elementary schools and they realize the great improvement in the physique 
of the children which has occurred in the last thirty years. 

There is, however, much less knowledge among the general public, and even among 
our own profession, of how much the education service provides for what I have 
termed the “‘ handicapped child’. By that, I mean a child who, by reason of mental 
or physical disability, is at a permanent disadvantage both at school and in after-life. 
He is unable by reason of his disability or defect (1) to receive proper benefit from the 
instruction given in an ordinary elementary school, and (2) to compete, after school 
life, in the labour market on equal terms with his fellows. Certain American writers 
term these children the “ under-privileged””’. It would make this paper unduly 
long to include detailed reference to those who suffer from a temporary handicap, such 
as most children admitted to open-air schools. I propose, therefore, to deal only 
with those who can never be restored to mental or physical normality. They comprise 
the following groups: (1) Mentally defectives. (2) ‘‘ Cripples.” (3) Deaf and 
partially deaf. (4) Blind and partially sighted. (5) Epileptics. 

Parliament has required Local Education Authorities to provide special education 
for the blind and deaf since 1893, and for the mentally and physically defective 
since 1899. A brief account of the beginnings of the provision of education or training 
is of interest. 

(1) With regard to the mental defective, a certain amount of training was given 
in the asylum for idiot children at Earlswood (1847) and the Royal Lancaster Asylum 
(1864). The Royal Commission on the Blind and Deaf and Dumb in 1884 recom- 
mended that mental defectives should be separated from ordinary children and 
should receive special instruction. In 1890 the School Board for London received a 
report on the Elberfeld School which had been established in 1879, and decided to 
establish day special schools for the mentally defective. The first was opened in 
London in 1892, a few months after the first in England had been opened in 
Leicester (Board of Education, 1908). 

(2) In 1838, the Royal National Orthopedic Hospital was founded for the surgical 
treatment of cripples. In 1851, a Cripples’ Home and Industrial School for girls was 
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founded in St. Marylebone, and in 1865 the National Industrial Home for Cripple 
Boys was established at Kensington. The first day cripple school in London was 
founded by Mrs. Humphry Ward at the Passmore Edwards Settlement in 1897 
(Board of Education, 1908). 

(3) The first organized effort on public lines to educate the deaf and dumb in this 
country took shape in 1792 when the Asylum for the Deaf and Dumb Poor, Old 
Kent Road, was founded. It is now the Royal School for Deaf and Dumb Children, 
Margate (Eichholz, 1932), and it is interesting to note that the site in the Old Kent 
Road is now occupied by a day school for deaf children belonging to the London 
County Council. 

(4) The first school for the blind was established in Liverpool in 1790. The first 
day school for the blind was started by the London School Board in 1879. (Board of 
Education, 1908.) 

(5) Maghull Institution, Liverpool, was the first in this country to provide, in 
1888, for the training and care of epileptics. It was followed in 1905 by the Lingfield 
Colony which undertook definite educational work. (Board of Education, 1908.) 

The present law relating to the education of handicapped children is contained 
mainly in Part V of the Education Act, 1921. It is headed “ Blind, Deaf, Defective 
and Epileptic Children ”’, and, briefly, is to the effect that the Education Authorities 
have certain duties as to (1) the ascertainment of the defective, and (2) the provision 
of special education. The duty is laid upon parents of causing their children to 
attend special schools or classes. The age limits of compulsory attendance for the 
blind and deaf are from 5 to 16, and for the physically and mentally defective, from 
7 to 16, although the Local Authority may provide special education from the age 
of 2 years. It is significant to notice that, when providing special education, 
authorities have to take into account two factors. First, the child must be one who 
cannot receive proper benefit, by reason of his defect, from the instruction in an 
ordinary elementary school. The second is also important ; he must be capable of 
profiting from the instruction given in a special school. That is to say, there must be 
a degree of educableness. It is no part of the duty of a local education authority 
to attempt to deal with children, usually referred to as “‘ineducable”’, who are to be 
found in mental deficiency institutions, though there are few whose physical 
condition is such that they are completely ineducable. 

Before dealing in detail with the various types of handicapped children, I wish to 
make a few general remarks on the ascertainment of such children and their numbers. 

The grosser cases of mental and physical defect are discovered long before the age 
of compulsory school attendance. 1 do not propose to discuss in this paper idiots and 
imbeciles who, as soon as they are discovered, are dealt with by the Authority under 
the Mental Deficiency Acts. Some children, fortunately few now, are blind from 
birth or shortly afterwards. They are usually discovered by the Health Visitors of 
the Maternity and Child Welfare Authorities, and are dealt with by the Local 
Authorities under the Blind Persons Acts, who make provision for them in their 
schemes, either by arrangements for home supervision or by admission to a home for 
blind babies, until such time as they attend schools for the blind. There is no 
similar Act for the care of the deaf-mute but these children, too, are often brought 
to the notice of a public authority before the compulsory school age of 5 years is 
attained. 

Serious and obvious cases of crippling occurring before compulsory school age also 
become known to the officers of the Maternity and Child Welfare Authorities. Many 
such authorities have orthopedic schemes administered jointly by the Child Welfare 
and School Medical Departments. 

The transfer in 1930 of the former poor-law hospitals and institutions to County 
and County Borough Councils brought the officers of the larger Education Authorities 
into intimate relationship with that service, and many children suitable for special 

















79 Section of Epidemiology and State Medicine 1015 


education in one form or another were found in these hospitals or in the poor-law 
Institutions. 

Early knowledge of all these children is most important, from the point of view of 
appropriate treatment in the case of cripples, and of planning their education in all 
cases. The Education Authorities can take over the care of the children from the 
age of 2 years, and can provide not only education but treatment and maintenance as 
well. 

Some blind or deaf or seriously crippled children do not come to light until the 
age of 5, when they are looked up by the school attendance officers who visit to inquire 
why they have not been sent to ordinary schools. 

In the case of the less obviously handicapped children or those in whom the 
condition originates in school life, e.g. many cardiac cripples, infantile paralytics, 
tuberculous cripples, &c., the machinery of the educational system, or, in the latter 
two instances, notification to the Local Sanitary Authority, discovers them. 

With regard to the education service, the discovery may be made in the course 
of the routine inspection of school entrants, or by the vigilance of the school teacher 
or school nurse who presents the child for a special medical examination. 

The size of the problem may now be considered. I take for this purpose the 
London figures, as ascertainment is probably as complete there as anywhere in the 
country, the special school service is well established and provides for every type of 
handicapped child. Despite, however, its completeness, some children cause great 
difficulty. I remember one boy, an oxycephalic, whose facial appearance was so 
revolting that all children who saw him ran away in terror, and his teacher was so 
nauseated that she could not continue her work. His father insisted rightly that 
he must be educated, but it was found impossible to fit him into the educational 
machine, though various methods of dealing with him were considered, such as home 
tuition, the provision of a mask, and educating him with blind children. He is also 
feeble-minded, and when he is 16 he will be reported to the Authority under the 
Mental Deficiency Acts. 

Such cases are few, but are occasionally “‘ thrown up ”’ in a great metropolis. 

To return to the total numbers of special school children—excluding all those 
attending open-air schools for delicate children and, for the moment, those in hospital 
schools, the London figures for 1936 and the number per 1,000 on the elementary 
school roll were :- 

!aBLE I.—CHILDREN aT SPECIAL SCHOOLS, 


Rate per 1,000 on 


Defect Number E. E. school roll 
Mentally defective a 8,752 7-39 
Physically defective ; 3,461 6-80 
Epileptic hie oes 117 0-21 
Blind... al — lll 0-20 
Partially sighted ida 632 1-25 
Deaf . i sine 462 0-91 
Partially deaf ... on 143 0-28 

8,668 17-04 


The number per 1,000 on the elementary school roll is not the true incidence 
but is a convenient figure with which to measure the incidence as between one area 
and another or between one period of time and another. Fig. 1 shows the variations 
in the incidence per 1,000 on the school rolls since 1904. For the mentally defective 
the peak was reached just before the War. The physically defective show a con- 
tinuous tendency to rise, but this is due to the increasing numbers of cardiac cripples 
admitted. Those crippled in limb are less numerous than formerly. The figures for 
the blind and partially sighted show an increase from 1918 to 1925. Then they were 
steady until two or three years ago, since when they have declined. There has been 
little change in the figures for the deaf and partially deaf. 
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Fig. 2 shows the actual numbers certified each year for the special schools. It 
indicates that 1912 was the peak year for both the mentally and the physically 
defective. The increase in the physically defective certifications between 1927 and 
1931 was due to the increased certification of cardiac cripples. The decline in both 
graphs since 1930 is an indication of the rapid fall in the number of London school 
children since then, due to the falling birth-rate and the building of great housing 
estates outside the county boundary. The graph relating to the blind and partially 
sighted is influenced by the numbers in the latter category. There is no special 
feature in the graph relating to the deaf and partially deaf. 

It will now be convenient to consider each type of handicapping separately from 
the points of view of criteria for admission to a special school, incidence, and after- 
care. I would have wished to deal with the important question of prevention of 
handicapping, but time forbids. The subject matter merits a separate paper to itself, 


THE MENTALLY DEFECTIVE 

The fact of deficiency must be ascertained by an examination of the child by a 
medical officer specially approved for the purpose by the Board of Education, who 
must, if required by the parent, or so instructed by his authority, take into account a 
report on the child from the head teacher of the school, if any, which the child has 
previously attended. Parents are compelled under penalty to present their children 
for such an examination. 

The general definition of defect is contained in the form of certificate, which runs : 
“ . . (a) The duly qualified practitioner approved by the Board of Education, 
(must) certify that the above-named child, not being imbecile, and not being merely 
dull or backward, is, by reason of mental defect, incapable of receiving proper benefit 
from the instruction in an ordinary public elementary school, but is not incapable by 
reason of such defect of receiving benefit from instruction in a certified special school 
or class.’ The certificate of an approved practitioner is sufficient evidence of the 
facts to lay before a court an application for an attendance order, unless the parent 
or guardian of the child requires the practitioner called as a witness. (Education 
Act, 1921, Section 55 (4).) The parent may call rebutting evidence to urge that the 
certificate is incorrect. Should the court then hold that there is a doubt, it is provided 
that the matter shall be determined by the Board of Education. 

Local education authorities must consult the parents and endeavour to give 
effect to their wishes with regard to the school to be attended by the child, and 
although attendance at a day special school may be enforced, a child may not be sent 
to a school not within reach of the child’s residence, or to a boarding school, without 
the consent of the parents in writing, unless it can be shown to the satisfaction of 
the court that such consent is unreasonably withheld. Further, such consent is not 
to be deemed unreasonably withheld if this action is taken with a bona fide intention 
of benefiting the child. If the court refuse to make an order, they may award costs 
to the parent to include compensation for the cost, trouble, and loss of time incidental 
to his attendance at court. 

Provision is made for the annual re-examination of children in attendance at 
special schools, and the parent is entitled to claim such re-examination at intervals 
of not less than six months. 

Children may be required to attend schools for the mentally defective from the 
age of 7 and may be retained until 16; if, when due to leave, the local education 
authority is of opinion that further institutional care, guardianship, or supervision is 
required, they must forward the names of the children to the local mental deficiency 
authority. 

The feebleminded, with whom this paper is concerned, are capable of deriving 
benefit by education in special schools and classes and so taking possibly a place in the 
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community later on, although that place may be a lowly one, and care, supervision, 
or control may always be necessary. They usually can be taught to do a varied 
range of work, albeit often of low grade, and occasionally can learn to do a single 
process in an expert manner. They can acquire a little elementary reading and 
calculation, but lack usually the power to plan for themselves. 

The mentally defective child usually first comes to notice in school by his failure 
to adapt himself to his surroundings and his failure to learn. In the London public 
elementary schools it is the duty of the head teachers, when satisfied of this failure, 
to bring such children to the notice of the school doctor. The latter in his turn must 
satisfy himself that there exists no marked physical defect such as deafness, defective 
vision, &c., which of itself might account for the backwardness. Failure to read 
Snellen’s test types is not proof either of defective vision or of mental defect. The 
unusual failure of the child and the absence of physical defect to account for it having 
been established, it is the duty of the school doctor to refer the child for statutory 
examination by the specially approved medical officer. 

The diagnosis of mental defect is not the mere arbitrary application of a scale of 
intelligence tests, such as the Binet-Simon scale or one of its modifications. It is 
based upon a complete survey of the child’s physical and mental reactions, supported 
by evidence of his medical and educational history, and is very properly the province 
of the medical man alone. In practice, experience shows that educable mental 
defectives have intelligence quotients which lie between 50 at the lower limit and 
70 at the upper, but it must be stressed again that these arbitrary figures do not 
accurately limit or define educable feeblemindedness, but that the whole child and his 
reactions are concerned in the diagnosis. 

The following table shows the London elementary school roll at five-yearly intervals 
from 1907 to 1927 and, every year afterwards up to 1936, the average school roll for 
the schools for the mentally and physically defective and the ratio of the defectives 
to 1,000 children on the roll :— 


TABLE II.—RaTIO OF DEFECTIVES. 


Average roll 











- iw 
Elementary (including 
Year ended Central, but excluding 
March 21 Special) schools M. D. schools P. D. schools 
ites a 7 
(1) (2) ) (4) 
Rate per 1,000 Rate per 1,000 
1907 740,670 5,848 7-90 2,988 4-03 
1912 724,865 7,234 9-98 3,184 4-39 
1917 719,107 7,623 10-60 3,857 5-36 
1922 703,085 7,368 10-48 4,450 6-33 
1927 651,443 5,998 9-22 3,906 6-00 
1928 639,400 5,705 8-93 3,829 5-99 
1929 625,625 5,294 8-46 3,685 5-89 
1930 610,647 4,948 8-10 3,712 6-08 
1931 597,057 4,733 7-93 8,779 6-33 
1932 585,640 1,576 7-81 3,779 6-45 
1933 579,328 4,418 7-63 8,802 6-56 
1934 569,326 4,176 7-33 3,705 6-51 
1935 534,6LL 3,985 7-45 3,568 6-67 
1936 507,392 3,752 7-39 3,451 6-80 


Considering now only the figures for the mentally defective, an attempt has been 
made to discover whether the reduction in recent years has been caused by an altera- 
tion in the method of selection of children for statutory certification, or in the standard 
used for certification, or whether there has been a genuine reduction in the number of 
feebleminded children per 1,000 scholars on the elementary school roll. 

The next table gives the proportion of children nominated year by year and the 
percentage of those actually certified. 
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Taste IIL.—Nominations to M.D. ScHoo.s. 


Proportion of children 


nominated to M.D. schools Percentage nominated 
Yea per 1,000 on school roll who are in fact certified 
1927 0-33 89-2 
1928 0-33 35-1 
1929 0-32 41-1 
1930 0-36" 47-G6* 
1931 0-34 43-7 
1932 0-31 39-2 
1933 0-29 35-3 
1934 0-27 36-3 
1935 0-25 40-5 
1936 0-25 38-6 
* Abnorma high owing to special examinations in poor-law institutions 


and children’s homes, 


The reduction in recent years in the proportion of children nominated for examina- 
tion may be accounted for by a reluctance of head teachers to nominate children in 
view of the diminishing school rolls. There always is less readiness to nominate 
children from denominational as compared with Council schools, but this factor is 
possibly constant. The Hadow scheme of regrouping may enable borderline cases 
to float along in the ordinary elementary school system more easily than under the 
former system. Again, the child guidance movement may have resulted in borderline 
children being referred to these clinics, where it is found there is a certain reluctance 
to recommend children for certification with a view to nomination for a special school. 
It is significant, however, that there is not much change in the percentages of those 
nominated who are in fact certified. It was 39-2 and 35-1% respectively in 1927 and 
1928. It reached 47% in 1930 (abnormally high owing to special examinations in 
poor-law institutions and children’s homes), declined to 35-3°, in 1933, then rose to 
36-3 and 40-5% in the two following years, and was 38-6% in 1936. There has, 
therefore, been a slight increase in the percentage certified recently of those put 
forward for examination compared with the minimum years of 1928 and 1933, but 
compared with the average of 1927 and 1928, there is no material change. A definite 
increase might have been expected in the percentage certified if there had been any 
serious failure of recent years to present children who ought to be examined, and as 
the criteria for certification remain unchanged, it must be concluded that very few 
really feebleminded children escape the net and that there probably has been some 
slight decline in the proportion of feebleminded children in the London school 
population. 

The Wood Committee (Report 1929) stated “ It is hard to believe that there has 
not been some increase in the incidence of mental deficiency ’’ between the time of 
the Report of the Royal Commission in 1904-08 and their investigation about 1928. 
I think, however, it may be concluded that in London during the past ten years the 
proportion of the feebleminded has certainly not increased and has probably slightly 
declined. 

The functions of the M.D. school are two: (1) To teach the defective by means of a 
modified curriculum, and direct his footsteps to some occupation which he can usefully 
follow ; and (2) to stabilize him. The stabilization resulting from years of discipline 
and training under the care of specially experienced teachers is by far the more 
important function. 

Routine in M.D. schools.—There is little to be said about the routine of the schools 
for the mentally defective. There is much patient work by skilled teachers. The 
education is graded according to the ability of the children, and nearly half the time 
is given to manual occupation. The stabilizing influence already referred to is kept 
well to the fore, and an important asset to the London special schools is a flourishing 
sports association which helps considerably to “ bring out” the children. Most 
children are quite suitable for day schools, but residential schools are provided by the 
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Council for those for whom they are necessary. There are 31 day schools and two 
residential, the average attendance being 2,975 and 112 respectively with, in addition. 
50 day scholars at the residential schools. There are also three homes from which: 
the children attend day schools. There are separate day schools for the juniors anc 
the elders, the latter being separate for each sex—the change from one to the other 
type of school taking place on a review of the child’s circumstances and attainments, 
and usually at about the age of 11 or 12. 

There has been a greater demand for residential accommodation since the Council 
became responsible for poor-law children. Residential schools are, preferably, in 
the country, and it is hoped that a country residential school will shortly be available 
for London children. 

Operation of the M.D. Acts.—Children in M.D. schools found to be (1) imbecile 
(I.Q. below 50), (2) ‘‘ feebleminded ineducable ”’ (I1.Q. below 55, and really stagnating 
after considerable trial), (3) ‘‘ feebleminded detrimental ” (a real moral danger to 
other children), and (4) “‘ feebleminded special circumstances ” (rare cases, e.g. a girl 
becomes pregnant), are reported to the Board of Education, which certifies to the 
Board of Control, and the children are referred to the authority under the M.D. Acts. 
(5) Further, the M.D. Acts operate in the case of all feebleminded when the defective 
becomes 16, and about two-thirds of the children are deemed suitable for notification 
to the M.D. authority as needing supervision, guardianship, or institutional care as 
described below. 

Procedure for “* leaver”’? M.D.s. —When the M.D. child in school has attained the 
age of 15 years, the question arises “‘ does he or she need the protection of the M.D. 
Acts?” "The head teacher reports on a special form setting out the child’s attain- 
ments and expressing an opinion as to what is best in the interests of the child. The 
school medical officer signs the certificate of feeblemindedness except in the rare 
cases where, at this late stage, it is decided that that diagnosis is not justifiable. The 
form is then presented to the Education Committee with the recommendation of the 
school medical officer as to the type of care needed. 

It is for the Education Committee to decide, after careful scrutiny of the reports 
on the child, whether the case shall be passed over to the M.D. Acts Committee for 
supervision, guardianship, or institutional care. The M.D. Acts Committee is 
responsible to the Board of Control for the executive work under the Acts. 

* Decertification.”’—This is infrequent, as one would expect when certification 
has been carefully done. In the past, the M.D. schools undoubtedly contained many 
children of the backward type who would not to-day be certified, but the proportion 
is much smaller than it was. The next table illustrates this. 


TABLE IV.—DECERTIFICATION OF MENTAL DEFECTIVES BEFORE 16. 


Year No. decertitied Average M.D. roll decertified 
1931 99 4,733 2-08 
1932 99 4,576 2-16 
1933 87 4,418 1-96 
1934 78 4,176 1-86 
1935 69 8,955 1-73 
1936 57 3,752 1-51 


The percentage decertified is very small, which is a sure sign that we have only 
real undoubted defectives in our M.D. schools. 


TaBLE V,—REPORTS BY MEDICAL OFFICER OF LEAVERS TO EDUCATION COMMITTEE 
AND ACTION TAKEN. 


Reported by medicai officer Notified to , of leavers notified 
Year to Education Committee M.D, Committee to M.D. Committee 
1932 411 252 61-0 
1933 508 355 69-9 
1934 492 351 66-9 
1935 413 275 66-7 
1936 671* 563 80-9 


* Great increase in birth-rate of year 1920, 
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The large number of notifications for 1936 is due to the fact that in that year the 
children born in 1920 (when the birth-rate leaped up after the War years) became 
16 years of age. 

The high percentage of leaver mental defectives who are placed under the M.D. 
\cts is noteworthy. That this percentage increased markedly in 1936 is due to the 
fact that during this year an abnormal number of children transferred to the Council 
n 1930 became leavers. It is possible for this percentage to fluctuate considerably— 
but it always remains high. 

The Mental Hospitals Committee take control.—As a paid agent of the Ministry of 
Labour, the-Council endeavours to place mentally defective leavers in employment 
and continues to supervise them up to 18 years of age. The Supervision Section of 
the Mental Hospitals Department pays (1) “ friendly ” visits to defectives who are 
known but not “ subject to be dealt with ”’, (2) undertakes supervision of those put 
under statutory supervision. 

A very full account of the Council’s work under the M.D. Acts, including that of 
the occupation centres, is given in the Mental Hospitals Section of the L.C.C. Annual 
Report for 1935, vol. vi, pp. 40-54. 

The following particulars taken from the L.C.C. Annual Report, 1936, vol. iii, 
Part Il, may be given of children who have left the London M.D. schools but whose 
names were not notified to the Mental Deficiency Acts Committee :— 


TasLeE VI—CHILDREN WHO HAVE LEFT Lonpon M.D. ScHooLs BuT WHOSE NAMES WERE NOT 


NoTirieD To THE Mentat Dericrency Acts CoMMITTEE. 
Number born in or subsequent to 1918 and on the books of the supervision section on 
December 31, 1936 = oes ane is ‘ia ai — é 515 
Incapable by reason of mental or physical defect of undertaking remunerative 
employment mm am see ove ove - ae 6 
Employed (including 81 in precarious employment) _... ne wis oe “ 465 
Employable but out of work ... ins ie ne isis i _ jae 18 
Not traced ... , ' oss ooo eee ove wee oe ove 26 


The high percentage of children (465 out of 515) in employment is a tribute to the 
success of the schools. 

The following gives information concerning those notified in 1936 to the Mental 
Deficiency Acts Committee. There were 563 children notified and, of these, 62 were 
sent to institutions, 10 were placed under guardianship, and 486 were placed under 
supervision. In five cases no action was taken. 

Of the 486 placed under supervision, about two-thirds had found, or had been 
found, work at the time of inquiry, and one-third were out of work. 

The annual report of the London County Council for 1935, already referred to, 
includes a table showing the variety of occupations followed by defectives under 
statutory supervision. Males to the number of 115 and females to the number of 230 
are “ factory hands ’’, but the list includes canvasser, furrier, glass blower, leather 
worker, lorry driver, plumber, printer, soldier, tailor, traveller, upholsterer, wireless 
worker, cabinet maker, and french polisher. 


THE PHYSICALLY DEFECTIVE 


Physically defective children in the wording of the Education Act, 1921, Section 55, 
are those who, by reason of physical defect, are incapable of receiving proper benefit in 
ordinary elementary schools but are not incapable by reason of that defect of receiving 
proper benefit from instruction in special schools or classes. 

The figures showing the number of London children and the ratio per 1,000 on the 
school roll of those in day special schools for the physically defective are indicated 
in Table II. The ratio has been steady for some years, with some tendency to increase, 
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but an analysis of the causes of the crippling shows a marked change. The followin, 
table compares the reasons for certification in 1921, 1926, 1931, and 1936 :— 


TasBLe VII.—CHILDREN FOUND SvuITABLE FOR ADMISSION TO P.D ScHoo.s. 
Analysis of Defects Found. 

















1921 1926 1931 1936 
Boys Girls Total Boys Girls Total Boys Girls Total Boys Girls Tota 
(1) Infantile paralysis ee §6=«.-« 67 152 62 44 106 46 29 75 29 «24 53 
(2) Cerebral paralysis a 12 13 25 6 12 18 13 14 27 1 12 27 
(3) Various paralyses — 15 10 25 34 29 63 34 8 42 13 7 20 
(4) Tuberculous bones and 141 113 254 144 Ill 255 122 93 215 60 40 100 
joints 
(5) Congenital deformities ... 4 20 24 28 32 60 21 27 48 14 17 31 
(6) Other deformities— 
(i) Not classified ... an 54 158 ~~ «60 55 «115 Not stated 
(ii) Scoliosis ... 6 4 10 
(iii) Rickets and resulting 7 8 15 3 8 ll 
deformities | Not stated 
(iv) Traumata and ope ry 20 7 27 25 10 35 
tions . ‘ 
(7) Heart disease— 
(i) Congenital a a 26 23 4) 20 29 49 23 22 45 19 °Sé4 53 
(ii) Acquired valvular ... 114 155 269 121 183 304 170 230 400 
(a) with history of rheu- 
matism . 4128 121 249 
(b) without. history of 
rheumatism ... 6 6 12 
(iii) Acquired non- valvular 3 10 13 8 15 2 52 67 119 
(a) with history of rheu- 
matism . 4 6 10 
(b) without | history of 
rheumatism .. — 2 2 
(8) Other diseases, chiefly 
medical— 
(i) Not classified . os 30 24 54 47 43 90 2 15 40 16 5 21 
(ii) Osteomyelitis .. ioe 16 12 28 19 21 40 
(ili) Non- tuberculous 13 10 23 24 3 27 
arthritis 
(iv) Rheumatism, chorea 29 63 92 24 28 §2 
(v) Various chest diseases : 53 17 70 72 46 118 
GRAND ToTats 634 489 1,023 530 553 1,083 644 622 1,266 477 394 9871 
* 4 with superimposed rheumatic infection. +t L rheumatic heart with healed septic arthritis R. knee. 


The most striking change has been the replacement of children crippled in their 
limbs by those crippled by heart disease. The proportion of cardiac cripples now 
in the special schools approaches 50% of the total. There has been a considerable 
decline in the proportion of children crippled by tuberculous disease of the bones or 
joints. 

TaBLE VIII.—Anatysis or Causes oF CRIPPLING IN CHILDREN. 





YRAR 

- — ae 
1g2! 1926 1931 1936 
Tuberculous bones and joints. ro 254 255 215 100 
Rheumatism, chorea, and acquired heart disease .. ae 282 327 611 325 


The table shows the numbers of children with tuberculous bones and joints and 
with rheumatism or carditis admitted to P.D. schools in 1921, 1926, 1931, and 1936. 
The jump in the rheumatic cases in 1931 is an indication of the expansion of the 
Council’s scheme in that year, and the reduction in 1936 of the increasing use of 
hospital schools for the rheumatic. 

Poliomyelitis varies in its incidence from year to year, but London has fortunately 
escaped anepidemic. Serious rickety deformities in London are now almost unknown. 

The P.D. children attend, in the great majority of cases, the out-patients’ depart- 
ment of a hospital for supervision of treatment, but the Council employs a consulting 
orthopedic surgeon to visit each school at least once a term. A nurse is in daily 
attendance. The children are brought to school, and returned home, in an ambulance. 
A midday meal is provided and there is a rest period in the middle of the day. The 
curriculum towards the end of school life is largely vocational, and examples which 
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think you will agree are first rate, of the handiwork of the pupils will be 


emonstrated.! 


There is a special After-Care Association, subsidized by the Ministry of Labour, 
» assist the head teachers in obtaining suitable employment for the children, and 


any ex-P.D. school children find lucrative posts. 


The After-Care Association has classified lists of employment suitable for children 
vith various forms of physical defect, and canvasses employers to solicit vacancies. 


‘riendly visits are paid until the child is well established. 


Inquiry has been made into 1,900 unselected cases on the register of the After- 
are Association for Physically Defective Children in December 1937, with the 


ollowing result :— 


Taste IX.—Dertars or 1,900 UnseLecrep Cases ON THE REGISTER OF THE AFTER-CARE 
\SSOCIATION FOR PuystcaALLy DEFECTIVE CHILDREN. 
Have had some work since leaving school = ae ~ a 85-0% 
Christmas leavers not yet analysed 5-8% 
Cases that have been in work who had re e-applied ‘and not yet analy sed on 1.1. 38 2-3% 


*Unfit for industrial employment in ordinary workshops on 1.1.38, the majority 
probably permanently so (mental complications in 11 cases), although 9 cases 


were in hospital undergoing treatment 3-3% 
Girls doing domestic duties at home, some because probably unfitted phy sically 
for industrial work, others because needed by invalid mothers ‘ 0-6% 





Left L.C.C. area, no information ins en _ “ 0-3% 
Training for industrial work after leaving school 
scholarship cases U-5 ) i a 2.7% 
(borderline cases 1-9 j ” 


* See Table X. 


The following gives the reasons for the unemployability of the 3-3% :— 


TaBLe X \ ysis oF Reasons FoR UnvirNness ror INDUSTRIAL WoRK, 
Paralysis (various types)... 23 
Heart diseases ‘ ies 12 
Tuberculosis of bones and joints ... 6 
Ataxia . 2 
Arthritis... 1 
Congenital (a) deform ities - ] 

6b) muscular atrophy 2 

Deafness... _ 2 
Dislocated hips 1 
Dwarfism 2 
Encephalitis lethargica l 
Hydrocephalus l 
Ossifying cartilages 1 
Osteomyelitis 2 
Partial sight nae sins -_ aa 4 
RKhenmatism (without heart complications) Chorea l 
“ Vomiting ses ose oon $00 1 
6: 


The principal types of occupation are shown by the following “ placings ”’ during 


1936-37 :— 
TABLE XI.—PLACINGS DURING 1936-37, 
Ezxz-P.D. Special School Scholars. 


Boys Girls 
Tailoring as 33 Needlework _ os 123 
Woodwork id 27 Clerical —_ ‘aie 43 
Clerical - wile 25 Factory dos ots 18 
Messenger i ie 24 Tailoring o ost 15 
Engineering atts 19 Leather . ron 13 
Metal ... ms 18 
Leather... eee 18 
Watch work ; 17 
Coil winding a 15 
Optical work 15 
Boot work > pa 12 
Wireless ae 11 
Lift work “we 8 


» 4 The exhibits included leather work, wood work. printing, designing, embroidery, weaving, and 
artificial flowers. 





7 Section of Epidemiology and State Medicine 1023 














1024 Proceedings of the Royal Society of Medicine 88 


In the last twc years there have been 31 deaths among ex-scholars of the P.D. 
schools : 27 from heart disease, two accidents (bathing and a street accident), one 
appendicitis, one pneumonia. 

An important problem is the care of the 3 or 4°% who are unfit for any ordinary 
employment. Some of these were discovered in 1930 in the Poor Law Institutions. 
Some can benefit by training during adolescence, and employment under sheltered 
conditions. P.O.1.P.H. (Society for the Provision of Occupational Industries for 
the Physically Handicapped) is doing excellent work in this connexion. 

There are flourishing old scholars’ associations attached to most of the special 
schools. 

The Council includes P.D. children (also hospital school children) in its scholarship 
arrangements and provides special trade scholarships for those who are likely to 
benefit from them. The frontispiece of ‘‘ The Special Services of Education in 
London ” (1929) is a drawing made by a handless boy who proceeded from a special 
school to the Royal College of Art. 

The recent developments of the Council’s Rheumatism Scheme have been dealt 
with fully elsewhere (Gray Hill, Reade and Thornton, 1936). 

Schlesinger (1938), in the Milroy Lectures, refers to the value of the measures 
taken to control the development of serious cardiac complications. In giving details 
of the result of examining 1,000 cases and following them personally for varying 
periods during the last ten years, he expresses the opinion that one of the most striking 
deductions to be drawn is that ‘‘ children who survive their rheumatic attacks are 
later able to lead almost normal lives in a relatively good state of health, attending 
school with average regularity and entering steady and useful employment when they 
grow up”. 

Thornton (1937) reports that of those discharged from the Council’s hospitals 
76-3%, were fit for ordinary education or employment ; 20-2°%, were fit for a special 
school or for light work ; and only 3-5°% were unfit for any school or work. 

There is close co-operation between the Council’s hospital schools and the day 
special P.D. schools and many of the children, both rheumatic and orthopedic, on 
discharge from hospital, are admitted to the day special schools where the régime 
is suited to their needs. If necessary, the children are transferred back to a hospital 
school. 

DeAF AND PaRTIALLY DEAF 

There is little to be said about these special schools. The Council provides six 
day and two residential schools for the deaf, the residential schools being for elder 
boys and elder girls respectively. The teaching is by the oral system. There is 
adequate vocational training and efficient after-care. 

Recently, in London, twenty-three group hearing aids, made by the Multitone 
Electric Company, have been installed in the special schools for children with defective 
hearing. These are powerful amplifiers which give the ordinary radio signals, but 
which by means of a control convert the radio amplifier into a microphone to convey 
sounds of the teacher’s voice to the children through their earphones. Hitherto, 
children who could not develop speech naturally, and who were taught by lip-reading, 
now have the advantage of sound stimulation through the normal channel, and can 
thus learn by sound patterns in combination with visual patterns. 

Owing to the careful placing work, the deaf have little difficulty in cbtaining and 
retaining employment provided they have had trade training by an instructor who 
understands “‘ deaf ” children. 

Of those who left the Anerley Residential School for the Deaf in the five years 
ended Easter 1937, 81°% are in skilled employment (70°, following the trade learned 
at school), and 15°, in unskilled employment. 

There are five classes for the partially deaf or hard of hearing. At these the aim 
is to develop the residual hearing and to teach lip-reading. A proportion of the 
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imited to two residential schools which, however, are attended by some day scholars 
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ipils are returned to the elementary schools. Children usually leave the schools 
r the partially deaf at the age of 14, and therefore do not have the benefit of trade 
Vining. 

Mixed defects——A unique feature of the London Special School Service is the 
‘ayners School (Residential) at Penn, for children with mixed defects. All are deaf 
1d some are, in addition, mentally defective, some deaf and blind or partially 
shted, or some deaf and crippled. It is a finely situated country house in delightful 
rounds, and the patience of the teachers is beyond praise. In fact, it is in such a 
hool that the teacher’s art reaches its consummation. The following report shows 
1e present position with regard to the 264 pupils who passed through this school 
etween 1921 and 1936 : 


TaBLeE XII \FTER-CARE RECORDS OF PUPILS WHO HAVE PASSED THROUGH 
RaYNER’sS ReEs!IDENTIAL (Dear) ScHOOL, 1921-1936. 
* 127 in satisfactory employment and are self-supporting , 
* 34 made satisfactory progress at Rayners aa were transferred | 16 inca 
— : = sl =e 61% 
to other schools for the deaf and are in emp!oyment and are | 
self-supporting : 
* 39 in employment, but not of a self-supporting nature ... ies = 15% 
27 excluded as ineducable ) 
5 unemployable vad ove ove 88 = 14% 
6 transferred to mental homes } 
8 withdrawn by parents 
8 deceased on ees ons — 26 = 10% 
10 no records 
* 127 
34 200 = 123 boys and 77 girls in employment in the following trades :— 
39°C*#} 
B Girls 
Woodwork _ 45 Needlework and dressmaking 18 
Boot repairing 20 Laundry work Sew 16 
Blind workshops . 15 Machine knitting 15 
Wire workers Domestic work 13 
Tailoring At home _ 8 
Leather work Artificial flower making 3 
Farm work Ottice cleaning wi 2 
Bakery... + Dr. Barnardo’s workshops 1 
Dr. Barnardo’s workshops Chair caning l 


Bottle washing 
Car cleaning 
Engineering 
Errand boy 
Stone-muson 
Bricklayer 
Chair caning 
Coalyard worker 
Furniture depositor) 
Gardening 
Glassworker 
Hat making 
Stoker 

Wood chopping 
Laundry worker 


-~] 
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123 


It is not without interest and significance that this school, where the children are 
he most difficult of all special school children, is conducted in the Council’s most 
eautiful estate. 


THe BLIND AND THE PARTIALLY SIGHTED 
There has been a very gratifying reduction in the number of blind children of 
chool age in London. There were 451 or 0-62 per 1,000 on the school roll in 1914, 
nd only 111 or 0-20 per 1,000 in 1936. All the day schools for the blind have now been 
losed, as it was impossible to find enough blind schoiars to fill them, and the work is 
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from the vicinity. The teaching is by braille methods. Under a vocational trainin; 
scheme higher education is provided, and a blind girl from one of these schools, som: 
years ago, graduated with honours in Arts. 

The classes for the partially sighted are a more difficult and controversial problem. 
London is the home of such classes, which were first established in 1908 on the advic« 
of Mr. Bishop Harman, the then consulting ophthalmic surgeon to the Council. There 
are now ten such schools in London. They are separate entities and are not attachec 
to ordinary elementary schools. The number of scholars reached its maximum (98] 
or 1-57 per 1,000 on the school roll) in 1929. In 1936 the number was 632 (1-25 pe 
1,000) and is declining. About two-thirds are myopes and the rest are children with: 
such defects as scarred cornex cataract and nystagmus. 

There is no dispute about the suitability of the non-myopes for such classes, but 
it has lately been suggested that a stricter selection of myopes should be exercised, 
and criteria for admission were recommended by the Board of Education’s Committee 
on partially-sighted children (Report 1934), which would exclude certain children who 
would, before then, have been recommended for admission. These were based on an 
attempt to differentiate between “‘ physiological ’’ and “* pathological ’’ myopia, and 
select only the latter for the special classes. It is admitted, however, that there is no 
certain method of differentiating between the two, and as damage may result while 
ordinary education of a pathological myope is continued the position is by no means 
satisfactory, and it is clear that further research into the problems of myopia is 
urgently necessary. The children in these classes do little near work, their reading 
is confined to large type, they write at arm’s length on small desk blackboards or on 
paper attached to these blackboards. A recent development is to provide gramo- 
phone records of the masterpieces of literature. 

On leaving school, which may be at 14 as attendance up to 16 cannot be enforced, 
they are advised as to suitable employments and are placed under the supervision of 
after-care workers. 

A point of some importance in the English system is that the Education Act, 1921, 
makes no provision for the partially-sighted child. To fulfil legal requirements it 
would be necessary to certify him as blind, i.e. too blind to read ordinary school books. 
Most of the partially sighted children could manage to do this. Hence the difficulty, 
just referred to, of enforcing attendance beyond the normal school-leaving age. In 
Scotland it is possible to certify a partially-sighted child as physically defective as, 
in fact, he is. 

EPILEPTICS 


It is only when the fits are really troublesome that arrangements are made for an 
epileptic child to be sent to a colony. The places are referred to as “‘ colonies ’’ because 
adults are housed as well as children and occupations are found on the land. Humorous 
misunderstandings sometimes arise with parents because of the name “ colony ”’. 
It has been necessary to instruct the attendance officers, who negotiate with the 
parents for the transfer of their epileptic offspring to the “ colonies ’’, that the colonies 
are not overseas! London now maintains 117 epileptic children in the various 
colonies which are for the most part under voluntary management. This is 0-21 per 
1,000 on the school roll and the ratio has not altered appreciably for some years. 
There are vocational training and adequate arrangements for supervision. Many 
remain in the colonies after they have grown beyond the age at which the Education 
Authority has responsibility. 


HospitaL SCHOOLS 
London has a unique range of hospital schools. The Metropolitan Asylums 


Board had provided for certain specific classes of children from the hospitals and 
schools of the Metropolitan Boards of Guardians a number of establishments in the 
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yuntry or at the seaside, at which children would receive medical or surgical treat- 
ent under the most favourable conditions and at the same time continue their 
ducation. This was the position in 1930 when the Council took over the hospitals. 
in April 1931 the Council appropriated the hospitals from the Poor Law and adminis- 
tered them under the Public Health Acts. It was necessary to provide then that 
he teachers were subject to the Teachers’ Superannuation Acts, and for this purpose 
the Board of Education’s recognition of the schools was requisite. A few years later 
he Board also recognized them, except these for the tuberculous children, which are 
lealt with by the Ministry of Health, for grant purposes. The following table gives 
he names of the hospital schools and statistical information :— 


TasLe XIII.—Hospitat ScuHoo.ts, 1937. 


Recognized Nos, on 
Nos, in host school roll, 
Dec. 19 accommodation i.e. P.D. Rheumatism T.B. Others Convalescent 

Downs Hosp. ... 855 330 351 190 165 
Goldie Leigh ... 197 248 155 152 45 
Heatherwood ... 201 236 184 148 53 
High Wood _— 415 $26 351 168 247 
Millfield ia 93 98 54 93 
Northern Hosp. 19 38 19 19 
Norwood on 67 70 53 52 15 
Queen Mary’s ... 1,057 900 686 363 257 437 
St. Anne’s Home 109 127 109 109 
St. Faith’s a 24 30 21 24 ° 
White Oak salt 201 360 291 201 
Totals --. 2,738 2,863 2,187 773 652 1,066 247 

Rheumatism per 1,000 elementary school population, 1937 = 1-60 

Tuberculosis per 1,000 elementary school population, 1937 = 1-35 


Including children with rheumatism or rheumatic carditis in the day special schools, 
the proportion of the rheumatic is 4-9 per 1,000 children on the elementary school 
rolls. 

It will be noted that the total number of children on the school rolls in December 
1937 was 2,187, of whom 773 were rheumatic and 652 tuberculous. The Downs 
Hospital contains a large number of children with mastoiditis, Goldie Leigh is for 
chronic skin cases, the Northern for post-encephalitis lethargica cases, St. Faith’s for 
epileptics, and White Oak for chronic eye cases, including trachoma. Queen Mary’s 
Hospital School is the largest school in the charge of one Head Teacher in London. 
The assistant teachers number 35. ‘ 

These hospital schools play a very important part in both the public health and 
educational services of the county. The bodies of the children are restored to health— 
a process which often takes many months and sometimes years—and meanwhile 
their minds are not neglected. Their lessons often have a therapeutic value and 
ensure, also, that when their in-patient treatment is completed they can take their 
part in the educational system of the county, either in ordinary or special schools. 
These hospitals, except St. Faith’s, are under the administrative control of my 
olleague Dr. Brincker. 

RESULTS 
In conclusion, I would quote from the ‘ Health of the School Child ”’, 1924: 
Many of them, the blind, deaf and physically defective, respond in an exceptional 
legree and become good and useful citizens able to compete with the normal ; and 
ven one-third to a half of the mentally defective are so much improved that they 
ubsequently become contributory to their own independent maintenance and are 
ifeguarded from most of the evils inherent in their condition.” 
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[A film was shown depicting the work of various types of special school. In the 
schools for the blind special attention is paid to the acquiring of balance by exercises 
and recreations including roller-skating and walking on stilts. Deaf people may 
unwittingly cause noise by clumsy movements; dancing at a school for the deaf 
was shown. Vocational training at the P.D. schools was depicted.] 
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Dr. BERNARD SCHLESINGER showed a cinematograph film which demonstrated 
the work of the Invalid Children’s Aid Association in connexion with convalescent 
hospital treatment of rheumatic heart disease. He said that this Association was 
the first to undertake this type of treatment in England. Cases were shown leaving 
hospitals in London after the acute stage was over, and they were then followed to the 
Children’s Heart Hospital, West Wickham, where the methods of open-air treatment, 
educational facilities provided, recreations, and various clinical points were demon- 
strated. Finally, the film sug ggested the types of occupations that might be success- 
fully undertaken when these children grew up. 


Discussion.—Dr. J. G. JOHNSTONE said that the great complexity of the various problems 
connected with the handicapped child must be evident to all. The section with which 
he, Dr. Johnstone, was closely identified was that of the physically defective children and he 
was able to add his testimony to the efforts undertaken by the Council on behalf of these 
children. It was pleasing to be able to notify a considerable decrease in the numbers of 
orthopedic conditions in the child population. He had recently studied the statistics for 
surgical tuberculosis in London during the past fifteen years and found that non-pulmonary 
tuberculosis notifications had decreased by about 69%. He also wished to refer to the 
increasing attention given by the Council to the after-care of these children. One could 
not emphasize too strongly the value of this phase of the work in preventing recurrence of 
activity of disease and deformity, or even extension of disablement. No less important was 
the part played by special education for these cases, because medical care and education 
were so closely interrelated in bringing success in reducing the degree of disablement. No 
matter how brilliant might be the surgical treatment given, education and after-care must 
supplement it, if the patients were to derive full benefit to themselves and offer a fair return 
for the time, labour and expense devoted to them. Quite apart from the medical aim of 
treatment, one of the main objects in these cases was to make good citizens and self- 
supporting members of the community. 

Dr. Daley had, he noted, confined his remarks almost wholly to the school-age child, and had 
omitted to make any reference to later life. With the passing of the 1929 Local Governmen: 
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.ct, the Medical Services of the Local Authority were all-embracing, and it was confidently 
ought that unification of the Medical Services would be attained. This was being steadily 
leveloped, and by means of clinics and vocational training the Council was giving ever- 
icreasing attention to the after-care of the adult population who were physically handicapped. 
t was necessary to carry on the after-care into all ages. 


Dr. C. E. THORNTON said he felt that one fact in connexion with his own particular 
ranch of the work—namely, the Council’s Rheumatism Scheme—was worth emphasizing. 
n 1926, the date of the inception of the Scheme, the percentage of children found by the 
school doctors to be suffering from acquired heart disease was 2:0. Ten years later the 
vercentage had dropped to 0-8, and in the absence of any noticeable drop previous to 1926 
ie felt justified in believing that in part, at least, this diminution in acquired cardiac disease 
‘ in school children could be credited to the Council's Rheumatism Scheme. 


Mr. A. G. WELLS said that as an otologist he would like to make a few observations on 
two of the handicaps of those afflicted with defective hearing. The first concerned those of 
school age. 

The Education Act of 1921 defined a deaf child as “ one too deaf to be taught in 
. class of hearing children in an elementary school’’. For these children there were two 
types of schools—the ‘Deaf’? and the “Partially Deaf” schools. In the case of the 
‘ Deaf”, attendance was enforced up to the age of 16 years, and during the last two years of 
their school life they had the great advantage of a vocational training, which was of material 
assistance in getting them placed in employment when they left school. In the case of the 
* Partially Deaf’’ attendance up to 16 years was not enforced. This was not only a great 
handicap to the children, but it was an anomalous position, for they also were “ Deaf ’’ 
within the meaning of the Act, and should also have the advantage of school up to 16 years 
with vocational training. The result was that many of these “ Partially Deaf” children, 
who were difficult to place in employment, found their way into blind-alley occupations or 
were thrown on the human scrapheap. 

The terminology—* Deaf’’ and “ Partially Deaf’ might be partly responsible for this. 
These were vague indefinite terms, and schools should not be called “ Deaf” and “‘ Partially 
Deaf’? schools. Instead, they should be termed “Schools for Children with Defective 
Hearing ’’ and should be graded, the grading being based on the amount of hearing as 
determined by the ordinary conversational voice test and the audiometric test, taken in 
conjunction with the ability to lip-read, speech and language development, intelligence, and a 
complete clinical examination. 

The second handicap concerned those of post-school life; it was the lack of State 
legislation for the deaf. The Act of 1893 provided for the education of blind and deaf 
children, but it was not till after the Great War, when 2,300 men were afflicted with 
blindness due to active service, that the public conscience became awakened, and through 
the efforts and influence of Sir Arthur Pearson, who was himself blind, the blind obtained 
their charter in 1920, in the Blind Persons Act. This was very right and proper, but nothing 
was done for the deaf. 

Those who were afflicted with both blindness and deafness testified to the fact that 
deafness was the greater handicap of the two. Miss Helen Keller was a notable example of 
this. The deaf lacked the greatest stimulus in life—the sound of the human voice and all 
that this meant. Why had there been no State legislation for the deaf? There were 
several probable reasons. The hidden defects of the deaf did not make a spectacular appeal 
is in the case of the blind. The blind were usually bright and cheerful, the deaf 
introspective and depressed. The blind were easy to communicate with, the deaf difficult, 
and often looked upon as a nuisance. Further, while the handicap of the deaf was at 
least as great as that of the blind, they were less expensive to train and re-train than the 
blind, and proved satisfactory workmen. It was estimated that there was an annual loss to 
the State of £7,000,000 through deafness. Justice would not have been done to the deaf 
intil they had their charter—a Deaf Persons Act, on the lines of the Biind Persons Act. 


Mrs. M. BOURCHIER said that owing to the organization of Special Schools by the L.C.C., 
indicapped children were given every opportunity to receive a training which would enable 
1em, in most cases, to be self-supporting on leaving school. In spite of the marvellous 
vork done by the doctors for these children, they were all more or less physically “ minus’’, 
was the endeavour of the schools to present them eventually to the labour market as 
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worth an ordinary child “plus”. This “plus” as a rule, lay in their manners, behaviou 
generally, and adaptability to circumstances, together with a good working knowledge of : 
trade or of office work. The voluntary Care Committees attached to the schools were mos 
efficient and the After-Care Association found positions for the leavers, supervising thei: 
conditions of work for two years, replacing them if necessary. The school kept in touch 
with old scholars indefinitely. 


Mrs. J. E. THOMAS said that the teacher’s point of view in relation to the handicapped 
child was essentially different from that of the doctor. The teacher received the child afte 
what was often a shattering experience and had to re-establish in him the lost confidence in 
life. Time in school was all too short, and it was important that the after-care of these 
children should be lengthy and thorough. Many of these children met their worst 
difficulties in relation to life after leaving school. This was especially the case with the 
severely handicapped, and it was essential that touch should be maintained with these unti! 
they were undoubtedly established in the adult world. 


Dr. FRANCIS BACH said that he very much regretted that more medical men were not 
present whose main work was not connected directly with the London County Council 
School Medical Service. Dr. Daley’s paper gave a masterly survey of the subject, and 
should be of particular interest to physicians on the staffs of the voluntary hospitals who 
referred patients under the ‘“ Rheumatism” and other schemes. At the present time, many 
of his colleagues did not appreciate either the principles or the detail of the Council’s 
activities. There were two points to which he would like to make particular reference :— 

First, that some co-operation should be possible between the Council’s service and the 
voluntary hospital—such as the National Heart Hospital—in order that there might be a 
careful “follow-up” of children with rheumatic heart disease who had been carefully watched 
during school life, but with whom contact had been lost by the Council as soon as they had 
passed school age. An evening clinic held at regular intervals might satisfy this need, and 
would afford valuable information. 

Secondly, he asked whether the careful survey and detailed statistical evidence that had 
been collected by the Council, and to which reference had been made by Dr. Daley, could 
not afford some evidence on the hereditary or eugenic aspect of these diseases. If any new 
knowledge could be obtained from this material, it might be applied profitably, if not for the 
immediate prevention of some of these diseases, at least for the training of the parents of 
future generations. 


Dr. G. CLARK TROTTER said that many years ago, before he had come to London, he 
had had his interest aroused in the very effective working of a “special classes” school in a 
county borough. In London he had found a division of authority—the school work was not 
the province of the metropolitan medical officer of health. 

Although nominally it might be said that the borough medical officer was “left out”, 
this was not really so, for the Health Visitors and Child Protection Visitors in their work 
frequently found the handicapped child, and in London the attention of the appropriate 
authority, the London County Council, had only to be drawn to any case in which it was 
thought that some betterment could be effected, and every assistance was afforded, the case 
was investigated, and there was almost every conceivable facility for dealing with the case 
in no stinted way. 

He agreed with a previous speaker, that while great advances had been made with regard 
to the eye, partial blindness, &c., the deaf child had a claim which had not excited quite so 
much sympathy generally as other handicaps, although excellent work was being done. 
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In response to the kind invitation of the Section, I propose to develop certain new 
ideas with regard to the curious syndrome of synchronous and rhythmic palato- 
pharyngo-laryngo-oculo-diaphragmatic myoclonus. The name more frequently 
employed for this syndrome in neurological literature is ‘ nystagmus of the soft 
palate ’’, which is not, in my opinion, a good term, presupposing as it does an analogy 
with the common ocular nystagmus, which is an entirely different phenomenon. 
Herbert R. Spencer, who, in a remarkable observation published in 1886, created the 
term ‘‘ pharyngeal and laryngeal nystagmus” has himself stated, in a second 
communication, that this term is not altogether accurate, and has employed instead 
the word “‘clonus”’. It gives me great pleasure, at the beginning of this lecture, 
to pay homage to the British physician, Herbert R. Spencer, who, at a time when it 
was unknown, drew the attention of neurologists to this subject. . 

This syndrome seems to me to merit attention for a variety of reasons. Firstly, 
from the clinical point of view, because it is a rare syndrome, of which not more than 
about a hundred cases have been published ; secondly, from the physiological point 
of view, because its study throws new light on certain automatic functions and on 
certain co-ordinating centres of the brain-stem ; and, lastly, from the point of view 
of anatomy and pathological anatomy, for post-mortem examinations have revealed 
localized lesions of certain regions of the nervous system and, in particular, of the 
inferior olives. The pathology of the olives, which is not well known, and which has 
never been extensively studied, is, in my opinion, one of the most absorbing problems 
in neurology. It is a problem in which I have taken a special interest during the 
last few years, along with Pierre Mollaret and Ivan Bertrand, my assistants at the 
Neurological Clinic of the Salpétriére. 

Historical.—The historical aspect of the subject is not without interest. The 
first cases were published by ear, nose, and throat specialists—for example, the case of 
Politzer (1862), of Schwartz (1865), and of Boeck (1866). A case specially deserving 
ittention is that published by Kiipper (1873). The patient, a butcher of Elberfeld, 
presented a myoclonic syndrome, of which Kiipper has given us a very accurate 
description. The myoclonic movements were rhythmic, occurred at a rate of 140 
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to the minute, and involved the soft palate, the larynx, the muscles of the floor of 
the mouth and of the root of the tongue, and possibly, but more doubtfully, the 
eyeballs. Finally, the patient suffered from an auditory paralysis, which had led 
to his being examined. The myoclonus in Kiipper’s case was of more widespread 
distribution than that observed by Herbert R. Spencer (in 1886), in a little girl 
suffering from a cerebral tumour. 

I do not intend to quote all the cases which have been published, although I shall 
have occasion to refer to several of them later. I should mention, however, the 
interesting anatomical observations made by Foix and his collaborators in France, 
and also three cases shown here at the Section of Neurology of the Royal Society of 
Medicine, by 8S. A. K. Wilson in 1928," by A. Gilpin in 1931,? and by D. Denny-Brown 
in 1934.3 [ have had the opportunity of observing personally several cases at the 
Salpétriére, and these I have studied at considerable length, from both the clinical 
and pathological standpoints, with my collaborators Pierre Mollaret and Ivan 
Bertrand. The data provided by the medical literature, and my own data, enable 
us to arrive at certain definite conclusions with regard to this syndrome. It is with 
this end in view that I intend to consider the subject, from the clinical and the 
physio-pathological view-points. 


CLINICAL 


I shall first of all call to your mind the clinical features of the syndrome as far as 
they can be classified according to the most recent work. 

The regions affected by the myoclonus are very characteristic, and constitute in 
themselves a means of defining the syndrome. It is important to realize that, in all 
the structures which it may affect, the myoclonus may be entirely unilateral, or may, 
on the other hand, involve both sides of the body symmetrically. It is obvious that 
the cases of unilateral myoclonus which have been examined post mortem are of 
special value in enabling us to determine the site of the causative lesion. 

Myoclonus of the soft palate is the most common form of the affection, and is that 
by which it is generally recognized. 

The (so-called) “‘ nystagmus of the soft palate’ is characterized by regularly 
recurring contractions, involving the entire body of the palate, which is the subject of 
abrupt, rhythmic, backward-and-forward and upward-and-downward movements. 
These movements are accompanied by simultaneous spasm of the pillars of the fauces, 
due to rhythmic contractions of the palato-pharyngeus and glosso-pharyngeus. 
There is also shortening of the uvula brought about by contraction of the glosso- 
pharyngeus. When the syndrome is unilateral, the faucial pillar involved approaches 
the mid-line and the uvula moves towards the sound side. The constrictor muscles 
of the pharynx are often involved. 

Myoclonus of the muscles of the Eustachian tube and myoclonus of the muscles 
of the larynx are often associated with myoclonus elsewhere. Myoclonus of the 
muscles of the Eustachian tube is characterized by opening and shutting movements 
of the mouth of the tube. It is these movements that are responsible for a bruit, 
which is sometimes subjectively perceptible by the patient, sometimes audible at a 
distance. This bruit was noticed by Bernhardt and by Politzer, and was a marked 
feature in one of my patients at the Salpétriére. 

Myoclonus of the muscles of the larynx shows itself by rhythmical movements 
of the arytenoid cartilages, which approach each other and pivot on their own axes. 
The vocal cords show synchronous movements of adduction. Sometimes these 
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1 Proceedings, 1928, 21, 553 (Sect. Neur., 13). 
2 Ibid., 1931, 24, 313 (Sect. Neur., 13). 
§ Ibid., 1934, 27, 669 (Sect. Neur., 21). 
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bnormal movements stop or diminish when the patient speaks, but often one remarks 
curious abnormality of speech consisting in abrupt pauses in the middle of a word, 
r defective pronunciation of an isolated syllable. Only rarely does the speech 
ecome unintelligible. In certain cases regular contractions of the laryngeal muscles 
re clearly perceptible to the finger placed on the upper border of the cricoid cartilage. 

Myoclonus of the muscles of the tongue and of the muscles in the floor of the 
nouth may also be observed. Klien, in two of his cases, attributes the movements 
f the tongue to contraction of the styloglossus. I have observed, along with other 
uthors, contraction of the skin muscles, especially of those innervated by the lower 
branch of the facial nerve. 

Involvement of the diaphragm can only be demonstrated by X-ray examination. 
To show clearly involvement of the left portion of the diaphragm, the following 
procedure, which I suggested, together with P. Mollaret, may be found useful. The 
patient is given a barium meal, and is put in the Trendelenburg position. By this 
means the left side of the diaphragm is outlined, and the myoclonic movements can 
easily be followed. Involvement of the intercostal muscles has been observcd by 
Klien, and his observation has been considered to be unique. I have observed 
intercostal myoclonus in one of my patients. 

The eyeballs may be involved in the myoclonic syndrome, but I wish to lay stress 
on the fact that the myoclonic movements are entirely distinct from the jerks of 
ordinary nystagmus. I have defined, along with P. Mollaret, the clinical features 
which enable us to differentiate between these two types of movement. The myoclonic 
movements are oscillatory, the range of excursion being more or less equal. The 
jerks are synchronous with the myoclonic movements occurring in other parts of the 
body and, like them, are rhythmic. They are sometimes perceptible by the patient, 
who then complains of seeing objects oscillating, while ordinary nystagmus is not 
perceptible subjectively. These myoclonic movements of the eyeballs are not 
influenced by the labyrinthine excitations provoked, if the central labyrinthine path- 
ways are intact. 

Myoclonus of the muscles of the neck, of the trunk, and of the limbs, has been 
observed in association with palato-pharyngo-laryngo-oculo-diaphragmatic myo- 
clonus. It was present in the cases of Steward (1903), of Freystadtl (1928), of 
Lhermitte, J. de Massary and J. O. Trelles (1933), and in a case which I reported with 
Thurel. 

We must now proceed to define certain of the general features of this type of 
myoclonus. 

As to the actual muscular contraction, its exact nature is stillin doubt. According 
to Norman Leshin and Theodore Stone (1931), it consists of two successive movements 
of unequal duration. As we are dealing with striped muscle, it appears possible that 
the two phases of the muscular contraction should be unequal. It has never, however, 
been actually demonstrated, and the tracings obtained by different authors and by 
myself tend rather to give the impression of a muscle curve in which the upstroke and 
the downstroke are more or less equal. Perhaps in the future, slow-motion films or 
electromyographic tracings will enable us to obtain more exact information regarding 
the two phases of the muscular contraction. I may mention that in 1928 Ludo van 
Bogaert and Ivan Bertrand considered the possibility of there being an analogy 
between myoclonus and rhythmic tremor. 

The muscular contractions have always the same rhythm in the same patient. 
Their rate varies from 80 to the minute in a case reported by Oppenheim, to 180 to the 
minute in a case reported by Spencer ; the average rate is 120-130 contractions to the 
minute. The rhythm is constant, and no pharmacodynamic agent known to me can 
modify it. I have tried the effect of scopolamine, of stramonium, of physostigmine, 
of morphine, and of ergotamine tartrate, without observing any effect whatsoever 
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on the myoclonus. In one patient cicutine seemed to produce a slight diminution i: 
the amplitude of the myoclonus of the soft palate, but the rhythm remained 
unchanged. Sleep does not appear to interrupt the myoclonus, although its effec 
is naturally very difficult to study. In one of our patients gentle palpation during 
sleep of easily accessible muscles, such as those of the larynx, revealed no alteration 
in the myoclonus. Sleep is, however, mentioned as having an inhibitory role, by 
Helsmoortel (Jr.) and Ludo van Bogaert (1933). 

Two things only appear to be capable of inhibiting myoclonus—(1) voluntary 
effort, and (2) paralysis. 

The inhibitory effect of voluntary muscular contraction is present only in certain 
patients, and often only in the early stages of the condition. In the later stages the 
myoclonus seems to free itself gradually from the control of voluntary contraction 
The advent of paralysis in the region involved by the myoclonus may diminish and 
even abolish the myoclonus. This is confined by a case reported by Orzechowski 
(195!). Orzechowski’s patient had suffered for eighteen months from a rhythmic 
myoclonic syndrome at a rate of 130 to the minute, involving the soft palate, the 
superior constrictor of the pharynx, the intrinsic and extrinsic muscles of the larynx, 
the tongue, and the diaphragm. A year after the beginning of the affection facial 
paralysis and paralysis of the left vocal cord had appeared. The myoclonus had 
disappeared in these two regions, while persisting elsewhere. I think it is probable 
that the presence of paralysis explains the rarity of the myoclonic syndrome. Lesions 
of the brain-stem are common but are most often accompanied by paralytic 
phenomena. The myoclonus is thus prevented from showing itself and remains, 
so to speak, latent. 

The synchronism of the myoclonus occurring in different parts of the body in the 
same patient is an essential feature of the syndrome. You will see it in the tracings 
which I am going to show you later. This synchronism is of interest from the point 
of view of pathogenesis for, as I pointed out along with P. Mollaret, it suggests the 
idea of supranuclear involvement. It can indeed be only in association centres that 
one can place the hypothetical metronome whose activity manifests itself in all parts 
of the body simultaneously. 

Associated with the syndrome of palato-pharyngo-laryngo-oculo-diaphragmatic 
myoclonus we often find other symptoms, certain of which are of great localizing value, 
and which indicate the presence of lesions of the brain-stem. Crossed hemiplegia of 
the Millard-Gubler type, a pseudobulbar syndrome, paralysis of lateral movement of 
the eyes, cerebellar signs, giddiness, true nystagmus, and dissociated hemi-anesthesia 
of the syringomyelic type have all been observed clinically. 


The etiology of the syndrome of rhythmic palato-pharyngo-laryngo-oculo- 
diaphragmatic myoclonus is variable. It is seen at all ages, but is undoubtedly most 
common in people of over 50. In three-quarters of the cases, the lesions are of vascular 
origin, either a “‘ lacunar state ”’ or an infarcted area. Co-existence of the myoclonic 
syndrome with the pseudobulbar syndrome is often observed. The usual causes of 
arteriosclerotic change are responsible for these vascular lesions, and syphilis plays 
a causative part in certain cases. 

The myoclonic syndrome has been reported as a sequela of epidemic encephalitis. 
This etiology is far from frequent, and we may recall that the syndrome was described. 
long before the outbreak of encephalitis lethargica. 

Norman Leshin and Theodore Stone, Krebs, Puech and Lemoine, and Dereux, 
have observed the myoclonic syndrome in the course of disseminated sclerosis, while 
Mollaret and I have observed it in encephalomyelitis. In a case of Oppenheim and 
Siemerling there was an aneurysm of the vertebral artery ; in a case of Wilson, a 
tumour in the region of the corpora quadrigemina ; in a case of Oppenheim, a tumour 
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of the cerebellum. Pfeiffer has reported it in a patient who had received a revolver 
bullet in the cerebellum. In considering all these possible etiologies, one must take 
into account not only the original lesions, but also vascular and circulatory dis- 
turbances produced at a distance. 

I insist once more on the fact that in the great majority of patients suffering from 
the myoclonic syndrome the mesocephalic vascular system is sclerotic and defective. 


PATHOLOGY 


[ am now going to consider particularly the pathological anatomy and physiology 
of the synchronous and rhythmic myoclonic syndrome. With Ivan Bertrand I have 
had the opportunity of carrying out an anatomical study of several cases at the 
Salpétriére, and I think these examinations have provided us with some new facts. 
At the outset it must be remarked that there are very few useful anatomical reports 
on this subject in medical literature. For scientific purposes, we can admit only those 
cases in which the cerebellum and the whole of the brain-stem have been examined 
by serial microscopic sections. It is not difficult to realize that only a very few such 
cases exist. The anatomical observations of Oppenheim and Siemerling, and of 
Klien are of no value, because they do not include serial sections. 

We can eliminate immediately the hypothesis of a single nuclear or fascicular 
causal lesion, which is entirely without anatomical basis. Against this hypothesis 
we can argue the fact that these patients have no muscular atrophy and no degenera- 
tive disturbance of their electrical reactions. I think we must also reject the theory 
of Klien and the analogous theory of W. Freeman, who consider it as a disturbance of 
the centres of deglutition and of respiration. I also disagree with the opinion of 
W. Freeman that the myoclonic movements are miniature yawning movements. 

The first anatomical work of importance was carried out in France by Foix and his 
pupils, P. Hillemand and J. A. Chavany. This work has been reported by J. Gallet in 
a thesis inspired by Foix and presented at Paris in 1927. Foix noted in four cases 
involvement, in the posterior part of the pons, of the central tegmental tract (faisceau 
central de la calotte) and of the reticular formation and its cells. He draws attention 
to the integrity of the motor nuclei of the medulla oblongata. Foix and Hillemand 
specify that any lesions of the posterior longitudinal bundle that may be present have 
nothing to do with the myoclonic syndrome, but that it is lesions of the central 
tegmental tract that must be taken into consideration. The lesions of the central 
tegmental tract bring about—as I showed, with Professor Pierre Marie in 1903—a 
degeneration of the homolateral olive. 

I should mention incidentally that the upper origin of the central tegmental 
fasciculus is still disputed. Edinger, Obersteiner, Villiger, and Ranson believe in a 
thalamic origin, Bechterew in an origin in the neighbourhood of the 3rd ventricle, 
Morrison in a lenticulo-rubrice origin, and Freeman in an origin in the substantia 
innominata of Reichert. The lower connexions of the central tegmental tract with 
the inferior olive are agreed upon by ali authors. 

An important article was published by Ludo van Bogaert and Ivan Bertrand in 
1928. These workers had observed in a patient myoclonic jerks involving the right 
half of the soft palate, the right half of the pharynx, the larynx, the right side of 
the face, the orbicularis oris, the platysma, both domes of the diaphragm, and the 
eyeballs. Pathological examination revealed no focal lesion, no secondary degenera- 
tion of the central tegmental tract, and no lesion of the brain-stem nuclei or of the 
reticular substance. The following were the lesions noted by van Bogaert et Ivan 
Bertrand :— 

(1) Degeneration of the intra- and extra-laminar feltwork of the right dentate 
nucleus ; (2) hypertrophic atrophy of the left inferior olive and of the accessory olives, 
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with degeneration of the feltwork of fibres in and around the olives ; (3) atrophy of 
the right superior cerebellar peduncle, of Wernekink’s commissure and of the left red 
nucleus ; (4) degeneration of the arcuate fibres and of the juxta-restiform body. 

Throwing doubt on Foix’s conception of the importance of the central tegmental 
tract in the etiology of myoclonus, van Bogaert and Bertrand emphasize the part 
played by the olivo-dentate system. They conclude that “ rhythmic myoclonus can 
be brought about by lesions destroying anatomical structures situated at very 
different levels (the superior cerebellar peduncle, the reticular substance, the central 
tegmental tract) but that all these structures belong to a great functional system of 
which the inferior olives and the dentate nuclei represent the two essential synapses ”’. 
In 1930 the same authors published a further case (this time in a patient suffering from 
pseudobulbar paralysis) confirming these pathological conclusions. 

When, in 1931, in connexion with several patients whom we had then under 
observation at the Salpétriére, I began to study the pathology of all cases published 
up to that time, it became clear that not one of them included an isolated lesion 
unaccompanied by secondary degeneration. We then decided that future anatomico- 
clinical investigations should be limited to the triangular area formed by the red 
nucleus, the central tegmental tract, the homolateral inferior olive, the olivo-dentate 
fibres going from the olive to the dentate nucleus of the other side, and, finally, by the 
dento-rubral fibres of the superior cerebellar peduncle. 

W. Freeman (1933), J. Lhermitte, G. Lévy, and J. O. Trelles (1933) have reported 
further pathological observations, showing multiple lesions and degenerations. 
These authors, however, inclined towards the theory of Foix regarding the part 
played by the central tegmental tract. 

In 1933, along with P. Mollaret and Ivan Bertrand, I reported a case which | 
consider very important, and on which I wish to lay special stress. I had seen, 
in 1931, a patient aged 55, who showed a very widespread myoclonic syndrome, 
involving the soft palate, the larynx, the opening of the Eustachian tube, the vocal 
cords, the laryngeal muscles, the lower part of the face, the muscles in the floor of the 
mouth, the intercostal muscles, the diaphragm, and the eyeballs. The myoclonus 
was bilateral, rhythmical, at the rate of 120 to the minute, and regularly synchronous. 
As the blood Wassermann reaction was positive, syphilis had to be considered as an 
xtiological factor. The patient cied in 1932. The anatomical lesion in this case was 
remarkably well defined, involving exclusively the two olivo-dentate systems. The 
involvement of the olives was most marked at the level of the caudal part of the 
principal olivary nucleus—the part which we know to have a neo-cerebellar origin. 
The myelin network in and around the olivary lamina had almost entirely disappeared. 
The ganglion cells were diminished in number and showed vacuolar degeneration and 
nuclear division. The vessels of the olivary region showed lipoid and pigmentary 
masses resulting from the breaking-up of the parenchyma and also intense perivascular 
inflammatory reactions. The olivo-dentate fibres and the dentate nuclei were also 
involved. The latter showed degeneration of the extra-laminar feltwork and an 
abnormal increase of cells. All other parts of the cerebellum and of the brain-stem 
were intact. I emphasize the fact that the red nucleus, the central tegmental tract, 
and the posterior longitudinal bundle were absolutely normal. 

This anatomico-clinical case appears to me to be particularly important, and | 
consider that the olivary lesions observed deserve attention. 

Indeed, when one considers the reports of all the cases of myoclonus of the soft 
palate in which serial microscopic sections have been made, one finds that olivary 
lesions were present in almost all of them. Thus, olivary lesions were present in the 
four cases of Foix, Chavany and Hillemand (1926), in van Bogaert’s case (1926), 
in the cases of van Bogaert and Ivan Bertrand (1928 and 1932), in Freeman’s two 
personal cases (1933), in Shugrue’s unpublished case, which is mentioned by Freeman. 























| 





47 Section of Neurology 1037 


and lastly in the case reported by Lhermitte, G. Lévy, and J. O. Trelles (1933). 
J. Lhermitte and J. Drouzon (1937) have reported a case of myoclonus of the soft 
palate, tongue, lips, and eyeballs, in which the causal lesions were limited to the 
dentate nuclei and to the inferior olives. This olivary involvement is seen to be 
present in Klien’s two cases, which are often quoted as examples of the effect of a 
purely cerebellar lesion. Compared with these cases, all of which show multiple 
lesions, our case appears remarkably pure. 

Cases of myoclonus brought about by a lesion of the central tegmental bundle can 
be explained as being due to secondary olivary lesions. 

Perhaps future research will prove that involvement of the olivo-dentate system 
does not have to be complete for the myoclonic syndrome to appear, and that 
the lesion may be situated at either the cerebellar or the medullary end of the 
system. 

As for the pathological physiology of the dentate nucleus, we may recall that it 
contains two orders of synapses. In the myoclonic syndrome which we have been 
studying, it is the peripheral fibres that are involved. On the other hand, the hilus, 
which is in connexion with the superior cerebellar peduncle, seems to have an influence 
in the pathogenesis of true skeletal myoclonus and of tremors of the limbs. Thus, 
one of our patients—whose case I reported, in 1933, with R. Thurel and I. Bertrand— 
showed palato-pharyngo-laryngo-oculo-diaphragmatic myoclonus associated with 
synchronous skeletal myoclonus. Pathological examination of this case gave us an 
opportunity of seeing the two groups of lesions occurring together. On the one 
hand there was degeneration of the olive and of the olivo-dentate fibres, on the other 
hand there was a lacunar lesion involving the posterior half of the corresponding 
dentate nucieus and the origin of the homologous superior cerebellar peduncle. In 
another case reported in 1934 with I. Bertrand and J. Lereboullet, in which the 
only clinical abnormality was myoclonus of the muscles of the limbs, pathological 
examination showed only a small infarct of the dentate nucleus, the oiivo-dentate 
fibres being intact. 

The nature of the olivary lesions in the myoclonic syndrome may also be of 
importance. The cellular lesions observed are not those of ordinary degeneration, 
but are hypertrophic in type. J. Lhermitte and J. O. Trelles have very rightly 
emphasized this hypertrophy of the olivary cells, the hypertrophy of the cytoplasm 
and of the dendrites, and the marked proliferation of the astrocytes. 

I shall conclude this anatomo-physiological study by remarking on a recently 
observed fact, namely, that the myoclonus occurs on the opposite side to the olivary 
lesion. Our knowledge of this fact is based on observations made by W. Freeman 
and by ourselves. The rhythmic myoclonic syndrome is homolateral with regard to 
the dentate nucleus and contralateral with regard to the olive. 


CONCLUSION 


I have endeavoured in this paper to bring together the results of anatomico-clinical 
research on the rhythmic and _ synchronous palato-pharyngo-laryngo-oculo- 
diaphragmatic syndrome. Fifteen or twenty years ago the myoclonic syndrome was 
scarcely mentioned in any of the textbooks of neurology in international literature. 
Very material progress has been made. 

I consider that the inferior olives are nervous structures of real importance. 
tesearch work has already been carried out in numerous laboratories on the com- 
parative anatomy, the physiology, and the ontogenesis of the olivary system, on its 
connexions with the paleo-cerebellum and with the neo-cerebellum, on its connexions 
with the dentate nuclei, with the tegmentum of the pons and the mid-brain, and with 
the pallidum. The olives undoubtedly play a special part in the conduction and 
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transformation of nervous impulses. In the domain of clinical neurology, the 
olivary complex appears to be of importance in determining certain forms of hyper- 
tonia and certain forms of myoclonus. Moreover, it is interesting to observe that the 
cells of the olive are fragile with regard to various toxic agents, infections, and 
intoxications. I think that the olivary system affords an important subject for future 
study by anatomists, physiologists, and clinicians. 
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BEFORE the members of this Section this exposition of the subject can be nothing 
but a reminder of ideas already known to all. Its only point of interest is their 
grouping and classification, leading to a methodical view, a plan for a modern 
climatology with a definite—but considerably enlarged—domain. 

Medical climatology is no longer limited to a study of climatic treatment, that is to 
say, of climatotherapy, and to the numerous but vague ideas of climatopathology, as 
was the case some ten years ago. There exists, in fact, an immense accumulation of 
scientific material which is hardly known to any but experts—and only partially 
known to them. It is also disseminated in publications on the most diverse subjects, 
originating from all countries. What I mainly wish to say to-day, however, is that 
the time has come not only for the complete individualization of biological and 
medical climatology, but also for its extension to the domains which must in future 
become related to it. 

Let us make a rapid synthetic review of these new, extensive chapters in medical 
and biological climatology. 

CLIMATOPHYSICS 

Let us first examine the actual fundamentals of climate, the mainly physical 
factors, meteorological, cosmic and telluric elements, which constitute climatophysics 
in the strict sense. 

Meteorological factors.—Until recently meteorology contributed an analysis of its 
elements—temperature, barometric pressure, wind, humidity, precipitation, and, 
later on, electricity and radio-activity—as the physical basis of climatology. It 
determined the mean and extreme values of each of these elements. But, in 1906, 
Sir Napier Shaw and Lempfert in their work “The Life History of Surface Air 
Currents ”’ introduced the idea of a dynamic meteorology which was to take the place 
of static meteorology by determining precisely the paths of air-currents. The reason 
why the different meteorological elements so often combine to form special groups 
is that they are conditioned by air masses, or atmospheric currents. These are 
moving layers of air, proceeding from a certain region of the earth, having special 
characteristics which make it possible to recognize their point of origin. They 
correspond with certain special combinations of the values of the meteorological 
factors—temperature, humidity, wind speed, electricity, &c. It is by their average 
distribution during the course of the year that we shall in future be able to determine 
the climate of a region or of a resort. But this recent conception of air masses can 
render special service to medical climatology in that each of these atmospheric currents 
represents a complex—a meteorological syndrome, so to speak—having special 
properties, according to its origin. To mention but one fact, the number of heavy or 
large ions—which, as Linke has shown, seem to be of great importance in medical 
electricity—depends on the air current and varies according to its origin. 

Cosmic factors.—In recent years general climatology has enlarged its field, and, 
in addition to the study of atmospheric variations, it has had to go further and include 
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that of their source in cosmic factors arising outside our planet—in the first place 
to the rays which come from the sun, but also to those from the moon and those 
from inter-planetary space, or ultra-penetrating rays. In this sense one can 
individualize a “ radiation ” climate. 

These ultra-penetrating rays, which those worthy successors of Sivel and Croce- 
Spinelli—Professor Picard and his followers—have gone as far as the stratosphere to 
study, represent a new climatic element which requires investigation. It must be 
noted that this radiation increases in intensity with altitude. It can thus be included 
in the class of elements which characterize the high mountain climate, especially 
because, by its very nature, it can act through the tissues in the depths of the body. 

The primary importance of the solar radiation has not long been recognized by 
climatologists. The eminent physicist Jean Perrin tells us that ‘‘ we owe to the sun 
everything on earth that has life and movement. If its radiation were intercepted a 
few tens of hours would be enough to send our planet to sleep under a shroud of 
frozen air”. Its importance in heliotherapy will be even greater when practical 
apparatus will enable us to determine simultaneously the intensity of the infra-red, 
light, and ultra-violet rays of the solar spectrum. We may learn one day that the 
sun at Margate is not the same as that of Torquay—that is to say that the solar 
spectra at these two active climatic resorts are different. 

Tellurie factors.—It is the influence of telluric and geographical elements that 
principally determines regional, local, and, finally, micro-climates. The last named, 
which have been known for only a short time, signify the climate of very small regions, 
such as the different parts of a beach, and even the climate of a building, a sick-room, 
or a room in a sanatorium. 

The study of micro-climates will fill an important gap in medical climatology. 
The progress of micro-climatology will enable physicians at thermal and climatic 
resorts to know not only the characteristics peculiar to each, but also at which points 
in these resorts the beneficial elements are most active. 

As soon as it sets itself to study the effect of climate on living beings, medical 
and biological climatology sees opening up before it the new and splendid fields of bio- 
climatology, human climatology, normal and pathological physioclimatology, and 
climatopathology. 


BIOCcLIMATOLOGY 


In bio-climatology we enter upon the effect of climate on living bodies. Here we 
leave the solid ground of physics and step on to the shifting ground of biology, 
fascinating by its very difficulty. 

The most diverse manifestations of life are dominated, guided, or modified, by 
climatic factors. And all this mystery is beginning to clear up for us ; for example, 
the vital tidal rhythm in certain marine worms, which maintain their rising and 
falling movements at the actual hours of the tides on their native coasts of Brittany, 
even when they are kept in an aquarium. What shall we say of the adaptation to 
climate of certain animals, the climato-mimetism of zoo-climatology with the moun- 
tain snows? Perhaps some of you, climbers or winter-sports enthusiasts, have 
been surprised, in the Alps in winter, by seeing white partridges and hares rise before 
you, to be immediately lost in the protective whiteness of the snow. And what of the 
migrations in the world of the air, of those birds which, when winter approaches, leave 
us to hibernate in warm countries in the other hemisphere, and join the British Isles 
to the Dominion of South Africa by flights more rapid than those of your fastest 
aviators ? Does not this same season of winter cause marmots and bats to retire to 
deep shelters, after accumulating reserves of fat, with admirable instinctive foresight, 
there to sleep until the feasts of spring ? It cannot be too clearly realized that phyto- 
climatology, the study of the effect of climate on plants, provides us with a means of 
diagnosing medical climates. As my collaborator Burollet points out, it will even 
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show without possibility of error the exact limit on the coasts of a country which 
must not be passed by certain nervous patients if they are to be protected from the 
exciting effects of the sea. 

PHYSIOCLIMATOLOGY 


It is necessary to ask at the outset how climate acts on the various functions 
of the healthy body. That is the domain of physioclimatology. 

First of all, the effect of the various meteorological, cosmic, and tellurie factors, 
must be analysed. Although we already know the effects of certain factors, such 
as heat, cold, variations of barometric pressure and wind, we are less certain of the 
effects of electricity, ionization, and atmospheric radio-activity. Moreover, as we 
have just shown, these investigations must be founded on a new basis, that of 
air masses which generate fronts and cyclones. We must superimpose on the 
meteorological syndrome of an air-current the corresponding physiological or 
pathological syndrome. 

The physiological study of climate has been pushed mainly, though still insuffi- 
ciently, in the direction of research on the effect of the great therapeutic climates, 
marine or mountain, on the healthy as well as on the diseased body. We will only 
mention here that our knowledge of the effect of the mountain climate has reached a 
considerable degree of precision, since the time (1878) when Marcet made his pioneer 
studies on the Peak of Teneriffe, and now exceeds our knowledge of the effect of the 
marine climate, which is in any case less plain. The experimental use of Paul Bert’s 
low-pressure chamber, the experimental work carried out in the high mountains of 
Peru by British and American physicians, such as Schneider, Haldane, and Barcroft, 
working in laboratory vans, the balloon ascents which made the great meteorologist 
Glaisher famous, and, later on, aeroplane flights—all these have brought the control 
of experimental work to the study of the mountain climate. My colleagues 
Cluzet, and Ponthus, Professor of medical physics, my laboratory chief, M. Milhaud, 
and I myself, have studied the effect of low barometric pressures on the cardio- 
vascular system, in a caisson, with the help of the electrocardiogram and of 
blood-pressure registration. We have attempted to define the therapeutic measures 
which can prevent air sickness in aviators.! 


PsyCHOCLIMATOLOGY 


To continue our exposition of modern climatology—no longer dealing merely with 
nutritional effects, but also with sensory and psychological effects. We then approach 
human climatology—** human ”’, i.e., in the geographical sense. This deals with the 
influence of climate on the feeling and thinking human being, on races, and on human 
society, and even on the esthetics of the nations. 

Psychoclimatology shows us to what an extent the human mind is subject to 
the laws of meteorology. A few rays more or less of sunshine will modify our 
outlook. But it is mainly our sensations, which are most clearly influenced, 
being conditioned in the first place by the sympathetic nervous system, which 
puts us into contact, into vibrating sympathy, with our environment. Similarly 
veterinary surgeons have told us of the anxiety of animals as a storm or an eclipse 
approaches, the sensory apparatus of animals being far more sensitive even than ours. 
There also exists a large subject of veterinary climatopathology and of climatic 
zootechnics. 

Misthetoclimatology.—Are not the different effects of a dry, sunny climate and of a 
misty, damp climate on artists, as Taine described them, especially demonstrative— 
so far as the subject allows it—of the effects of climate on the esthetic sense which 

1 Some graphs were shown which demonstrated the changes produced by low barometric pressure 


on the electrocardiogram and on the blood-pressure tracing of dogs and their complete correction by 
treatment with carbogen or oxygen, attenuated by strychnine and acetylcholine. 
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is the basis of all artistic creation ? Attica, with its luminous atmosphere, witnessex 
the zenith of sculpture. The damp climate of the Venetian lagoon and that of th 
polders of the Netherlands has been the home of some of the greatest artists in colour 
Recently we have ourselves tried, by tracing it through the ages, to show the derivatior 
of the humanism of the Mediterranean region from the special influence of its sunny 
climate. In the same way it might be shown that the art of Great Britain owe: 
much to its climate, to mention only that of such painters as Constable and Turner 

Socioclimatology.—This takes its place alongside the esthetoclimatology jus' 
mentioned. It is a collective psychoclimatology ; it deals with the influence oi 
climate on ecology, as the geographers call it, that is to say on the social life of living 
beings. The influence of climate on human society is one of the oldest themes dealt 
with in philosophical literature, but unfortunately there hardly exists a more incon- 
sistent literature, as my eminent collaborator Sorre, the geographer, says. Here 
again, what part in the slow evolution of the British nation as we know it to-day. 
strong, healthy, courageous, and evenly balanced, must be attributed to the 
insalubrious marine climate of the British Isles / 

Ethnoclimatology.—Climate has a powerful effect on the physical organism itself, 
having played the principal part in the creation of races and in human evolution. 
Hippocrates, the father of this science of ethnoclimatology, says: ‘‘ Generally you 
will find that the form of the body and the disposition of the spirit correspond to the 
nature of the country. All that the earth produces conforms to the earth itself.” 
As Professor Guiart has pointed out, it is the tropical climate that has produced the 
black race, giving it the cutaneous pigment which protects it from the excessive sun. 
The climate of the high plateaux of the Andes has produced that curious race of 
natives, small in stature, with enormous emphysematous-like chests who make light 
of climbing above 4,000 metres. Carlos Monge has recently given a definite humoral 
basis to this race, with its undoubtedly climatic origin. 


CLIMATOPATHOLOGY 


We see that the body adapts itself to all conditions and to all the forces of the 
environment in which it lives. But if these conditions vary within excessively large 
limits the balance may be lost, and more or less serious disturbances result, which 
manifest themselves in the form of diseases. At this point we enter the realm of 
climatopathology. 

Meteoropathology.—The effects of meteorological factors, constitute meteoro- 
pathology, which was first developed in works by your compatriots. We have tried 
to define the ill-effects of atmospheric variations, especially of barometric variations, 
on the production of hemoptysis in pulmonary tuberculosis. My colleague from 
Lyons, Professor Mouriquand, has studied the “ south wind syndrome ”’, a knowledge 
of which will enable us to save many debilitated children. 

Cosmopathology.—Cosmic factors may also be accused—and with equal precision. 
I allude to the curious conditions caused by the passage of sun-spots across the 
meridian, consisting of reactivation of diseases, sudden deaths, and suicides. 

Special climatopathology.—The great regional climates, when they are extreme or 
insalubrious, also generate diseases. Tropical pathology is hepatic and intestinal, 
whereas nordic pathology is rheumatic, and pneumonia is the natural cause of death 
in the eskimo. 

Malaria, yellow fever, sleeping sickness, diseases of equatorial and tropical climates 
are also dependent, if only indirectly, on the qualities of such climates, in the same 
way as the hematozoa, stegomyia, and the tsetse fly, are dependent, though directly. 
on them. Has it not been observed that this last terrible insect develops only in 
equatorial virgin forests, along the streams and rivers which flow through their 
opaque humidity ? 
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TECHNIQUE AND CLIMATIC ORGANIZATION 

Another branch of medical climatology must be constituted, that is, a branch 
‘aling with technique and climatic organization, including the meteorological 
juipment of resorts in accordance with the particular climate. This branch is 
illed climatism, and of the climatism of Great Britain our colleague, Dr. Fortescue 
‘ox, has just given us a complete review. 

By means of this branch of climatology the value of the sanatorium, of the 
reventorium, of climatic schools, of holiday camps, and of heliotherapy, will become 
etter understood. The organization of social climatism will be achieved more 
uickly, thanks to the holiday camps which have reached such an advanced stage 
f development in this country and in France, and thanks to the more enlightened 
listribution of social insurance funds. 


CLINICAL CLIMATOTHERAPY 
We shall end this programme of medical climatology with clinical climatotherapy. 
Until now the therapeutic effect of climate was the best explored, in fact the only 


known branch of medical climatology. The total results are there, but clinical 
inalysis has not yet entered in sufficiently and, in particular, critical and comparative 
statistics are still lacking. With G. Sardou we have insisted on the need for scientific 


control of the various climatic treatments, using modern laboratory and clinical 
methods. But here we are on ground that is well known, especially to the physicians 
at British health resorts, and we need not emphasize the prophylactic—as well as 
the curative—effects of climatic medicine, which must in future govern the hygiene 
und education of childhood and adolescence. 

We may, however, indicate one field in which statistics are no longer needed to 
demonstrate the results, that is to say, the field of extrapulmonary tuberculosis, 
whether osteo-articular, glandular, peritoneal, or urinary. 

Recommended and named thirty years ago by our teacher, the great surgeon 
Antonin Poncet of Lyons, heliotherapy has obtained the extensive support of the 
medical profession. We know now that the true, fundamental treatment of 
so-called ** surgical tuberculosis ” is sun-bathing. This constitutes the helio-marine 
treatment of Margate, Berck, and the whole of the Céte d’Azur. 

I need not remind you of the results of helio-marine treatment of the deformities 
due to rickets, results which greatly impressed me when I was a young practitioner. 
But you may be surprised to learn that the mountains and the sea afford the only 
treatment which cures, as if by magic, the terrible eczema of infants, that reproach 
to peediatrics. 

What climate could be more favourable than that of the South Coast of England 
or of the French, Italian, and Jugo-Slavian Rivieras, as winter resorts—ensuring 
continued activity and, more important still—freedom from relapses—for arthritic 
subjects with sluggish metabolism, sufferers from chronic rheumatism, gout, high 
blood-pressure, arteriosclerosis, heart disease, renal affections, or the troubles due to 
vdvancing age ? 

With regard to the way in which climate exerts its therapeutic action, this is 
ilready better known than might be supposed. The reactions of the body to climate, 
the activation of the “ adaptive reactions’ of Alexis Carrel, are the basis of all 

limatie action. And in this connexion it will be necessary to differentiate more and 

more precisely between the biological processes which characterize the period of 
icclimatization, that is to say of active adaptation, and those of the period of achieved 
idaptation. Though this distinction has been clearly made for the mountain climate, 
t has not, so far as we know, been made for the marine climate. We expect 
nlightenment from you, the men of the sea. 

Moreover, we know that the great therapeutic climates can act on the pathological 

‘sions themselves, having a substitutive effect when curing osteo-arthritic, and 
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perhaps even pulmonary tuberculosis, and also a powerful resolving action whe: 
bringing about the disappearance of bacillary adenitis. 

The revival of treatment by natural agents (mineral waters and climate) seem 
to be due to a new development or rather in a revival of the synthetic point of view, 
the first attempt at which was made in ancient times. Medicine, which for centurie~ 
until recently has regarded man as apart from the rest of the world, is now beginniny 
to study his relationship to his environment. It is at last generally realized that the 
healthy as well as the sick depend on meteorological, telluric, and cosmic factors. 
Strictly speaking, however, this point of view has existed for a long time—one might 
say it has always existed—in British medicine, in which physical and natura! 
agents have always been placed in the forefront of therapeutics. 


THE Future oF MEpIcAL CLIMATOLOGY 


So much for the present, but what of the future ? 

Modern medical climatology, which has now emerged from empiricism, will be 
more and more frequently based on precise data of meteorology and terrestrial 
physics. The medical climatology of the future, armed with all the methods of 
investigation and control known to biochemistry and modern clinical science, will 
soon be able to show us all the effects of the great therapeutic climates on the healthy 
as well as on the sick. It will be greatly extended, and will have to take in subjects 
which are at present poorly individualized and are lost in geography, ethnology, 
zoology, botany, tropical medicine, &c. 

Here we are in the centre of naturalism, but it is now a purified, scientific 
naturalism. We are thus led to the re-education of the adaptive functions of which 
Alexis Carrel speaks. The activation of these functions by all the natural agents 
will lead to the fullest development of man. It is in this way that the more or less 
violent effects of the marine or mountain climate and the therapeutic shocks of 
climates and mineral waters will revive our normal or diseased bodies. 

Practically, therefore, the future of medical climatology lies in the following-up 
of scientific research in all directions, with increasing zeal, and the application of 
the results to the study of climate, both from the therapeutic point of view and 
from that of prophylaxis and the bringing-up of children. For this purpose it is 
necessary not only to have a meteorological station at every climatic resort, in 
-every country, in order to study the local climate and micro-climate and their 
relation to air masses, but also to set up in a few typical resorts institutes for 
research in physioclimatology and climatotherapeutics, like that at Davos. And 
it is imperative that the most thorough clinical observation, using the most recent 
resources of biochemistry, should be carzied out at the same time. 

For the further development of biological and medical climatology it is essential 
that the meteorologists should live in symbiosis with the physicians, and also that 
they should have the help of biochemists, physicists, geo-physicists, navigators, 
astronomers, and kindred scientists. All must make a concerted effort, must discipline 
and co-ordinate their studies, so that each one should benefit from the work of all. 
My appeal may well find some response here, in this assembly of physical biologists. 
since biological and medical climatology are related to biological physics, whose 
precise methods they must adopt to an increasing extent. 

Finally, let the physicians, who have already come to study and to understand 
hydrology, accustom themselves to including meteorology and climatology in their 
observations, and, more especially, in their prescriptions for treatment, hygiene, 
and the bringing up of children and young people. 

As the great visionary Michlet has said : ‘‘ Medicine will become more and more 
an emigration. The progress of the future will be found in two things: a science of 
emigration and an art of acclimatization.” 
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Clinical Section 
President—B. T. PARSONS-SMITH, M.D. 


[May 13, 1938] 


Ruptured Spleen.—Duncan C. L. Firzwituiams, C.M.G., F.R.C.S. 


S. H., male, aged 27. 
20.4.38 : Admitted to St. Mary’s Hospital under Professor Langmead, with a 
istory of sudden onset of acute pain in the left hypochondrium, in the lower left 
chest, and in both shoulders. Pulse-rate 108. Temperature 98° F. The history 
siven was that he had attended a wedding, which he said was “ really nothing out of 
the ordinary”’, although he was hazy as to the details after a time. It is possible, 
therefore, that he may have fallen against a piece of furniture. No bruising was 
visible. 

21.4.38 : General deterioration in condition. Some abdominal distension. Pulse- 
rate 120. Temperature 98° F. 

On the third day after admission there were signs of free fluid in the abdominal 
cavity; at the site of the umbilicus there was a hematoma and the discoloration of 
the skin gradually spread. There was also tenderness in the left hypochondrium. 
Pulse-rate 100. Temperature 99° F. Professor Pannett and I saw him and thought 
that there was hemorrhage, either from a ruptured spleen or a ruptured liver. It 
was decided to operate immediately. 

Operation.—Laparotomy was performed by an upper paramedian incision. A 
large amount (approximately two pints) of free blood was found in the abdominal 
cavity. The spleen was surrounded by dense clot. It was drawn to the surface and 
found to be in several pieces, some of which appeared to be completely detached, 
being held in place only by a clot. The vessels to the spleen were secured by the 
finger and thumb before the organ was disturbed, so that no bleeding took place 
at the time of the operation. Splenectomy was performed ; seven pints of saline 
were run into the peritoneal cavity, and the abdomen was closed. 

For two days following the operation the pulse-rate was 128-134, and the tem- 
perature 100-102° F., and the patient developed a cough. The cough subsided, 
however, and the temperature and pulse-rate were normal after the third day ; the 
wound healed normally and the sutures were removed on the twelfth day. 

Blood-count (3.5.38): R.B.C. 2,940,000; Hb. 55%; C.I. 0-9 plus. Size of 
R.B.C. 7-4 w. W.B.C. 17,400. R.B.C. showed anisocytosis and poikilocytosis. 

The patient was put on an iron-containing mixture and is now enjoying a normal 
convalescence. 

Blood-count (13.5.38): R.B.C. 3,100,000; Hb. 70%; C.I. 1-1 plus. Size of 
R.B.C. 7-6 uw. W.B.C. 8,500. R.B.C. showed anisocytosis. 


Dr. F. PARKES WEBER said that the exceedingly rare cases of spontaneous rupture of the 
pleen in apparently previously healthy young individuals interested him greatly. He had 
suggested that such a spontaneous rupture, or the spontaneous occurrence of a splenic 
ematoma, might be due to a local vascular abnormality in the spleen, analogous to the 
congenital weak spots in the arteries at the base of the brain, which by their spontaneous 
upture (with or without the occurrence of a so-called “ congenital aneurysm”) were known 
to be a cause of subarachnoid hemorrhage. (Compare F. P. Weber, in discussion, 
Proc. Roy. Soc. Med., 1929, 22, 1513.) 
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Intussusception.—Duncan C. L. FirzwiLuiams, C.M.G.. F.R.C.S. 

Miss A. A., aged 26, patient of Dr. G. Crewdson Thomas. 

History.—On April 27, 1938, the patient felt slight pains like indigestion. Sh 
had been out to dinner that evening. 

At 7.30 a.m. on April 28 she awoke with severe abdominal griping pain which sh: 
thought was due to the onset of menstruation ; the pain increased during the morning 
She saw her doctor, who examined her carefully but could find no cause for the pair 
and gave her something to relieve it. She began to vomit and the vomitin, 
gradually increased during the afternoon. She was obviously not suffering fron 
appendicitis. The doctor gave her an aperient, but as this aggravated the condition. 
he was alarmed, and I was called in. 

I found the patient lying on her face, clasping her abdomen on account of the 
pain, and looking much distressed. Pulse 48 ; temperature 97° F. On examination 
nothing could be detected ; the abdominal wall was soft ; the case was undoubtedly 
one of an abdominal catastrophe of unusual nature, calling for immediate operation. 

The abdomen was opened that evening. Free fluid was found and a large intus- 
susception, involving approximately three feet, was discovered above the ileo-czca| 
valve. The intussusception was quite black, completely jammed, and could not be 
reduced, so that it had to be excised and a side-to-side anastomosis performed. 

The after-history was very stormy, the patient suffering from enormous distension, 
but having only partia! obstruction, which passed off gradually. 


Gaucher’s Disease of the Lungs (Specimen).— BERNARD MYERS, 
C.M.G., M.D. 

This specimen was obtained from a case shown at a meeting five years ago as 
one of Gaucher's disease, in which the spleen had been removed when the patient was 
aged 2 vears and 7 months.} 

Since then (December, 1932) the liver had greatly enlarged with the same disease, 
and the lower ends of both femora had expanded. The dorsal vertebrae had become 
so much affected that kyphosis had resulted, and enlargement of some lymphatic 
glands had taken place. The child was finally readmitted to the Royal Waterloo 
Hospital, at the age of 6} years, with symptoms simulating whooping-cough. 

The cough, however, was different from pertussis in some ways and was accom- 
panied with much expectoration which was often red-stained, and by great pain, 
which never completely disappeared. High temperature, frequent respirations 
and pulse were noted, and an impaired area was found below the left clavicle. 
Fresh areas of dullness were gradually discovered in various yrts of the 
lungs, and a number of X-ray photographs showed that the impaired areas were 
spreading towards the axilla and the apices. A number of sputum examinations 
were made by Dr. Knott, but Gaucher cells were never seen. 

The blood-count in August 1935, when the child was 6} years old, showed : 
R.B.C. 5,200,000 ; Hb. 87%; C.1. 0-82; W.B.C. 13,600 (polys. 65% ; lymphos. 
27%). The platelets were fairly numerous. 

The patient died in January 1937 at the age of 7 years. Post-mortem examination 
showed the mediastinal and hilar glands to be grossly enlarged and to contain masses 
of Gaucher cells, with the result that the roots of both lungs were apparently extensively 
‘invaded ” by the disease, as noted clinically and in the radiographs. In between 
relatively normal lung tissue were many small subserous and interlobar lymph-nodes 
with the reticulo-endothelial cells loaded with Gaucher substance, producing a series 
of small, apparently solidified areas, where the neighbouring air cells were markedly 
compressed. There was no evidence of old or recent tuberculosis. 

This is probably the first case of Gaucher’s disease of the lungs to be reported in 
England, but a case has been published in France in the Ann. de Méd. (1933, 33, 97 
by Merklen, Waitz, and Warter, in which typical Gaucher cells were found in th 
sputum. 

1 Proceedings, 1933, 26, 360 (Clin. Sect., 30). 
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Dr. PARKES WEBER said he wondered whether splenectomy could really prolong life 
cases of Gaucher's disease. It probably diminished blood destruction (if ** hyper- 
lenism”’ was associated with the Gaucher’s splenomegaly) and prevented the patient from 
ing mechanically burdened by the enormous spleen of the later stages of the disease, but it 
is just possible that removal of the spleen favoured the extension of the Gaucher (kerasin) 
posits elsewhere (bone-marrow, lungs, &c.) and caused earlier death. Recently he had 
een a woman, aged 23, who was known to have had Gaucher's disease from childhood and 
till enjoyed fair subjective health in spite of enormous splenomegaly which distended her 
diomen. An early splenectomy might have saved her from that, but (even if “* successful ”’ 
an operation) might have shortened her life. 


Infective Arthritis associated with Chronic Pulmonary Tuberculosis. 
: ERNEST FLETCHER, M.B. 

J.C., aged 63, labourer, has complained of pains in the joints—particularly the 
nees, shoulders, elbows, and fingers—-for about six months. These pains began 
cutely and he was in bed for a month, the diagnosis being rheumatic fever. He 
as also dyspnoeic on exertion and suffered from bronchitis a year ago. 

There is a family history of rheumatism. 

Condition on examination.—A spare man with slight sweating. Chest : Impaired 
percussion note at both apices—at right more than at left ; some variable rales and 
crepitations over the whole of both lungs. Heart normal. Blood-pressure 112/90. 

Locomotor system: Skin of hands thin and atrophic ; proximal interphalangeal 
joints swollen. Crepitus on movement in both shoulders; movement in right 
shoulder limited about 20%. 

X-ray examination : The chest skiagram shows a fibroid type of phthisis in both 
upper lobes and some in the right middle lobe also. The trachea is pulled to the 
right and there are variations in the shadows which suggest the possibility of small 
cavities. The hands show decalcification ; some of the joint surfaces in the carpus are 
not clear, and there is a little secondary osteo-arthritis. The spine shows marked 
osteo-arthritis, with lipping in all the lumbar vertebre. 

Laboratory investigations.—Sedimentation rate varies, 46 to 16 mm. at the hour 
: Blood-count falls within normal limits. Sputum contains no tubercle bacilli. 


Monarticular Arthritis —ERNEST FLETCHER, M.B. 

\. R., aged 28, labourer. Fourteen years ago swelling of the left knee persisted 
for four months. There was no history of injury. The patient attended Poplar 
Hospital and the knee became perfectly well. Two years ago there was slight 
recurrence, which subsided in three weeks. There was a further recurrence on April | 
this year. There is no pain, but the knee aches in cold weather. 

Past history.—Has never been abroad. No history of venereal disease. 

Condition on examination.—The man appears to be healthy but there is a very 
slight trace of albumin in the urine. Blood-pressure 128/62. The left knee is very 
much swollen but not hot ; there is a good deal of fluid and the quadriceps bursa is 
tense and, in addition, there is synovial thickening. The knee has almost a full 
range of movement. 

X-ray examination is indecisive ; no evidence of tuberculosis. 

Laboratory investigations —Blood sedimentation rate varies from 46-56 mm. 








it the hour. Blood-count normal; Mantoux reaction negative ; Wassermann 
reaction +. Joint puncture: The cell count varies from 4,000 to 10,000 per 


¢.mm.; polymorphs 79%; lymphocytes 21%; pH 7-6. No organisms were seen 
m film preparations of the fluid, and cultures were sterile. 


Neuroblastoma of Sacrum: Case seen Three and a Half Years after 
Removal.— A. Simpson-SmITH, F.R.C.S. 
Mavis E., now aged 4 years 1 month. 
Complaint.—A few days’ history of difficult micturition. 
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On examination.—Abdomen very swollen. Bladder above umbilicus. Large 
smooth pre-sacral swelling completely filling pelvis. The examining finger cannot 
be passed above it. 

X-ray examination (Dr. Bertram Shires): Radiating spicules of sarcoma. 

Operation.—Abdominal removal of tumour. 

Microscopic section (Dr. Nabarro) : Neuroblastoma. Given deep X-ray therapy. 

Present condition (three and a half years since operation).—No recurrence. Rectal 
examination negative. X-ray examination of chest, abdomen, sacrum, bony skeleton, 
and lungs, all negative. 


Rectal Polyposis associated with Clubbing, Polydactyly, Hydro- 
cephalus, Hepatomegaly and Hypochromic Anzmia.—R. W. B. Euuis, M.D. 


Pamela W., aged 5 years; only child. Mother normal ; father has abnormally 
large head and spoon-shaped nails. Paternal grandfather of patient also has spoon- 
shaped nails. Parents unrelated. The child was born at term after a long labour, 
by low forceps delivery, on account of the large size of the head which was noted at 
birth. Birth weight 11} Ib. At this time, there was a sixth toe on the right foot 
(removed shortly after birth) and such extreme hyperextensibility at the knee-joints 
that the dorsum of either foot could almost be made to touch the ventral surface of 
the thigh ; on this account the knees were examined by X-rays when the infant 
was aged 3 days. She was artificially fed on Nestlé’s milk, with addition of orange 
juice but no cod-liver oil. Walked at 21 months; talked at 1 year. First tooth 
at 11 months, subsequent teeth erupting normally and all decaying extremely 
rapidly. She has had recurrent bronchitis during the winter, but is otherwise free 
from cough. Voracious appetite ; taking mixed diet for age. 

At age of 18 months a small amount of blood was passed in the stools and shortly 
afterwards a pea-sized piece of fleshy tissue was passed. Since then small amounts 
of blood have frequently been passed in the feces, associated with pain on 
defecation. In March 1938 the patient was examined by a private doctor who 
found a polyp near the anal orifice. The polyp was ligated, and sloughed; a 
second was treated similarly. Since then there has been repeated rectal prolapse, 
and occasional nocturnal incontinence of feces and urine. The bowels have been 
regular, and apart from the presence of blood, the stools have been normal in 
consistency. 

On examination.—A very pale, intelligent child, with hydrocephalic appearance 
of skull, lordosis and protuberant abdomen (fig. 1). When getting up from the 
supine position, she rolls on her side, gets on to her hands and knees, straightens 
her knees, and “ climbs up” her legs with her hands. The muscles are generally 
hypotonic, and there is some hyperextension of all joints, particularly of the knees. 
Weakness is most marked in the muscles of the pelvic and shoulder girdles. Knee- 
and ankle-jerks absent. 

Head large, with bulging frontal region ; anterior fontanelle and sutures closed. 
Circumference 22} in. (56-4 cm.) (normal for age 20} in.) ; intermeatal measure over 
vertex 14? in. (37-5 cm.) ; length over vertex (external occipital protuberance to 
nasion) 134 in. (34-3 em.). Upper lip short ; high arched palate. Tonsils enlarged. 
Teeth all show extensive caries ; many discoloured. Eyes set wide apart, with 
appearance of moderate hyperteleorism (measurement between inner canthi 3-5 cm.). 
Dises and fundi normal. 

Chest . Well-marked Harrison’s sulcus; no beading. Circumference at nipple 
level 212 in. (54:3 cm.). Lungs: Nothing abnormal found. Heart: Soft systolic 
murmur over precordium. 

Abdomen: Protuberant, with umbilical hernia. Liver enlarged three finger- 
breadths below costal margin. Spleen just palpable. 

Right foot shows scar of operation for removal of sixth digit. 
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All the fingers and toes show very marked clubbing (fig. 2), with bulbous appear- 
nee of the terminal phalanx. The nails are curved and are considerably wider 
han they are long. There is no cyanosis of the nail-beds. 

Rectal examination: Multiple polypi, varying in size from that of a millet seed to 
hat of a grape, are felt arising from the whole of the rectal wall within reach of the 
xamining finger, both anteriorly and posteriorly. 

Radiological examination: Skull large; no separation of sutures ; pituitary 
ossa normal. Hands: Bifurcation of terminal phalanx of both thumbs (fig. 3). 
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Showing megalocephaly hyperteleorism hepatomegaly and lordosis. 











Fic. 1.—P. W. 


Ossification normal for age. Long 
No extensive fibrosis. 


Blood-count (9.5.37): R.B.C. 2,740,000; Hb. 41%; C.I. 0:8: W.B.C. 6,000. 
Differential : Polys. 41%; basos. 1%; lymphos. 50%; hyals. 8%. 
-~+-+-. Polychromasia --. Anisochromia +. 
ells: None seen. Reticulocytes 1-5 +%. 
iypochromic anzmia.” 


bones normal. Chest: Mottling of both hila. 


Anisocytosis 
Poikilocytosis +. Nucleated red 
Platelets 224,000 per c.mm. ‘ Marked 


Fragility test: Hzemolysis began in concentration of 0-45°% saline and was 
complete at 0-4°%. Control gave similar result. 
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Cerebrospinal fluid: Clear; normal pressure ; no cells. Pandy test negative. 
Sugar normal. Lange negative. 

Wassermann reaction negative. 

Comment.—This patient shows a most unusual combination of congenital develop- 
mental abnormalities, with their sequele. The suggested grouping of them is as 
follows : (1) Congenital polyposis of the rectum, with clubbing occurring secondarily, 











Fic.2.—P. W. Clubbing of toes. 











Fic. 3.—P.W. Showing bifurcation of terminal phalanx of thumb. 


and hypochromic anzmia resulting from the loss of blood in the stools over a period 
of several years. (2) Hydrocephalus or megalocephaly, resulting in the facial appear- 
ance and hyperteleorism. (3) Polydactyly, of which the bifurcation of the terminal 
phalanx of either thumb probably represents the first stage. (4) Hepatomegaly, 
possibly due to fatty infiltration or occurring as a direct result of the anemia. 














9 Clinical Section 1051 


5) Muscular weakness and loss of tendon-jerks. Dr. C. P. Symonds, who saw the 
jatient in consultation, was inclined to regard the condition as amyotonia congenita. 
The occurrence of digital clubbing with polyposis is of peculiar interest, since it 
ppears to be a rare though recorded association, and is difficult to explain in the 
ume way as clubbing secondary to pulmonary disease or cirrhosis of the liver, though 
must be admitted that the possibility of hepatic cirrhosis cannot absolutely be 
xcluded in this case. Indeed, Sir Arthur Hurst has at present in his wards at Guy’s 
lospital a young woman showing the same association of polyposis and clubbing. 
\t least five such cases have been recorded. Bensaude, Hillemand, and Augier [1] 
lescribed three cases, two males aged 20 and 29, and a female aged 31, the first of 
vhom was infantile, and at autopsy showed polyposis of both the cz#cum and the 
iscending colon and of the rectum and sigmoid. The liver in this case was fatty, 
veighing 1,250 grm. The authors refer to another case of Professor Gosset’s. Brulé 
ind Liévre [2] describe the association in a patient aged 34, whose mother died of 
‘arcinoma of the rectum; the polyposis affected 16 cm. of the rectum. Metzger, 
Ohlmann, and Halff [3] described a girl of 19 who, in addition to the polyposis and 
clubbing, appeared very small and young for her age, and showed bronzing of the 
skin. (Sir Arthur Hurst’s patient also shows abnormal pigmentation.) In none of 
these cases was there evidence of pulmonary disease or cirrhosis. 
REFERENCES 


| BENSAUDE, R., HILLEMAND, P., and AUGIER, P., Bull. et mém. Soc. méd. d. hop. de Paris, 
1932, p. 93 
2 BRULE, M., and Litvre, J. L., Bull. et mém. Soc. méd. d. hép. de Paris, 1932, p. 99. 


} METZGER, H., OHLMANN, J , and Harr, M., Arch. d. mal. de l’app. digestif, 1935, 25, 90. 


Congenital Deformities.—Davin Levi, M.S., F.R.C.S. 

Marjorie H., now aged 7 years. 

Congenital deformities : (1) Median cleft of nose. (2) Incomplete median cleft 
of lip—not of palate. (3) One large and several smaller pre-auricular tubercles. 
(4) Deformity of left ear. (5) Dermoid cyst of left eyeball. 

At 3 months: Nose and lip repaired, and large pre-auricular tubercle removed. 











Congenital deformities. 
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At 5 years: A section of the cyst removed from the eyeball by Mr. F. T. Ridley, 
showed dermoid covered by a transitional type of epithelium, mainly fibro-leio- 
myoma, with a small amount of giandular element. 


Dr. PARKES WEBER said that he had shown an infant with similar congenital deformities 
at the Children’s Section in March 1927 (Proc. Roy. Soc. Med., 1927, 20, 33). The infant, one 
of female twins, had a median cleft in her nose and upper lip and “ auricular appendages ” 
in front of the tragus of both ears. She also had a small epibulbar dermoid cyst of the right 
eye—apparently a “sequestration-dermoid”’, with a corresponding “coloboma of the 
eyelid”’. 


Cystic Hygroma.—Davip Levi, M.S., F.R.C.S. 

Peter H., aged 2 years 2 months. 

History.—Lump on left chest, first noticed when he was 7 months old. It was 
then the size of an egg and has gradually increased in size. Has not caused any pain 
or disability. 

Previous history—Born at term; normal delivery ; birth-weight 8 lb. Healthy 
child. Normal progress. 

Family history—No other children. Father and mother alive and well. 

On examination.—Healthy child. Heart, lungs, and abdomen, normal. Large 
soft fluctuant mass over left pectoral muscle extending up over outer part of clavicle. 
Translucent. No redness or tenderness. 


Acute Osteomyelitis of the Upper End of the Left Humerus in a 
Child aged 3 weeks.— KENNETH HERITAGE, M.S. 

Eric B.., first seen February 1, 1938, at the Invalid and Crippled Children’s Hospital, 
when aged 3 weeks. He had been referred from the Infant Welfare Department, as 
he had not used the left arm from birth. A diagnosis of Erb’s palsy was suggested. 

History.—Normal labour ; no difficulty at any stage. First child. No known 
injury. No evidence of skin sepsis. The infant appeared to be in good health 
except that the left arm was held in adduction and was not used. Tenderness in 
the left axilla was noted on the thirteenth day after birth. 

Condition on admission.—Temperature 98-4° F.; pulse 140; respiration 42. 
A palpable mass was seen filling up the outer part of the left axilla. 

X-ray examination (Dr. Oliver Robinson) : Bone destruction of the greater part 
of the internal aspect of the upper end of the shaft of the left humerus, with two 
minute sequestra—acute osteomyelitis. 

Operation (1.2.38).—Drainage of periosteal abscess and removal of two sequestra. 

Bacteriological report (Dr. H. Woodward) : Staphylococcus aureus shown on direct 
smear and on culture. Streptococci also present. 

The child made an uninterrupted recovery except for a pyrexial attack on the 
twenty-sixth day (post-operative). Sound healing and full arm movement resulted. 


Hypoparathyroidism.—N. S. PLUMMER, M.D. 

E. H., female, now aged 27, was admitted to Charing Cross Hospital in August 
1936 complaining of occasional cramps in the legs and arms, of eight years’ standing. 
In May 1935 a severe attack of cramp, during which she collapsed but was not 
unconscious, lasted two hours. A shorter attack in September 1935 left her with 
weakness of the legs for a week. In March 1936 there was another attack, beginning 
with tingling and stiffness of the fingers, tightness of the jaw, and sharp shooting pains 
all over the body ; she felt as if the breath were being squeezed out of her, and she 
became stiff and paralysed, though she was still conscious. Several lesser attacks of 
cramp, often two a week, occurred up to the time of her admission to hospital. On 
several occasions she had diarrhoea and sickness, lasting up to three days but unrelated 
to the attacks of cramp. Menstruation was regular and there was excessive loss. 
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On examination.—Results essentially negative, except marked flushing of the 
xposed parts, and slight soft enlargement of the thyroid. Electrocardiogram 
ormal. Skiagrams of skull, femora, and hands normal. Basal metabolic rate 
ormal. Feces: Total fat 16-0%; split fat 10-5%; neutral fat 5-5%. 


Blood chemistry : Alkali reserve 51 volumes carbon dioxide %,. 
Date Caleium Phosphorus 
1936 ingm. mgm. 
May 25 oe 9-8 -- 
August 8 jo 8-2 _ 3-9 
August 17 “ 8-91 — 


Attacks of tetany occurred spontaneously in the ward and two very typical attacks 
were induced by voluntary overbreathing, the symptoms beginning after one and a 
half minutes and being maximal with stridor and opisthotonos after about ten 
minutes. Calcium chloride was much more effective than calcium gluconate in 
arresting the condition. One attack was controlled with a mixture of calcium 
gluconate and calcium bicarbonate (an alkaline solution). 

Progress.—The patient was treated with calcium lactate, ammonium chloride, and 
a vitamin-D preparation in varying doses. She improved; and was able to return to 
work with some difficulty, but mild cramps, stiffness, tiredness, and faintness per- 
sisted. In May 1937 the treatment was discontinued. Six days later the patient 
had her most severe attack of tetany. 

Readmission to hospital January 7, 1937. Examination revealed a low blood- 
calcium figure and severe hypochromic anemia, the latter presumably due to 
menorrhagia. 

June 16, 1937: R.B.C. 3,731,000; Hb. 37%; C.1. 0-5; W.B.C. 6,100 (polys. 
64% ; eosinos. 2%; basos. 2%; hyals. 4%; lymphos. 28%). 

tesponse to renal function tests normal. Fasting blood-sugar 0-098%,. 


Blood chemistry : 


Date Calcium Phosphorus 
1937 Hb, mgm. % mgm. 
June 10 7-72 3-6 
oo Parathormone 20 units daily. Calcium 
lactate Radiostoleum 
ar an 37 
»~ = 8-4 3-3 
, 20 Iron 
» we 9-2 2-8 
July 5 60 
a 6 9-4 
Aug. 16 90 
18 10-2 8-1 


Parathormone injections—20 units twice a week—continued in out-patient 
department ; calcium and vitamin D also given. On April 4, 1938, the blood-calcium 
content was 9-6 mgm. %. 

So long as the patient has injections of parathormone twice a week she remains 
comparatively well. If she does not have these injections—or if she has only one 
injection a week—the cramps return. Infection and menstruation cause mild 


relapses. 


Webbing of Lower Limbs, associated with Congenital Bilateral 
Contractions of Flexor Muscles of Elbow and Wrist.—L. M. Epwarps, 
M.D. 

The infant was born May 5, 1938, at St. Mary Abbots Hospital. 

The mother was first seen at the Ante-Natal Clinic in the 38th week. She was 
very tightly corseted in order to conceal her illegitimate pregnancy. Breech presen- 
tation. A skiagram showed that both feet of the child were in the pelvis below the 
breech. External version was attempted but failed. No other complications of 
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pregnancy were found. The Wassermann reaction was negative. On the day befor 
delivery a second attempt at version under general anesthesia was successful, thoug! 
some difficulty was experienced in dislodging the feet from the pelvis. Labour was 
normal, lasting eight hours (second stage, quarter of an hour). 

The placenta presented no gross abnormality. The membranes were opaque ; 
the amnion was very friable and was torn in several places. 

Condition at birth_—The child cried immediately after birth. In both lower limbs 
there was a marked degree of webbing at the knees. Both feet were held in a position 
of hyper-plantar flexion. The tendo Achillis on each side was tense and would not 
allow forced flexion at the ankle-joint. A small vesicle was present on each knee. 
over the external condyle of the femur. Both upper limbs were flexed close to the 
front of the chest, and there wes marked limitation of movement at the elbows and 
wrists, due to the tenseness and contracted state of the flexor muscles. There was 
no actual webbing at the elbows. There were no other congenital abnormalities 
present. 

Comment.—Incidence : Eleven cases of webbing of the limbs have been recorded 
in the literature. 

AXtiology : According to Matolesy quoted by Sir John Fraser (1938), this abnor- 
mality represents an atavism homologous with that of the wing of the bat. Similar 
folds are seen in the neck of the chimpanzee, a fact which gives some support to this 
contention. 

Bruns and Kredel (1890) maintain that the condition “ owes its origin to misplaced 
and abnormally muscular developments, bridging the flexor surfaces of joints and 
displacing the overlying skin in web-like formation”. Traces of muscular tissue are 
often encountered between these skin folds, and this is thought to strengthen the 
theory. 

This infant has been demonstrated on account of the apparent rarity of the 
condition. The relevant literature is unfortunately scanty and no definite information 
is available as to the logical line of treatment (if any) and the optimum age for 
interference. 

REFERENCES 
Bruns and KREDEL, 1890, Fortschr. de Med., 8, 1-9. 
FRASER, Sir JOHN, 1938, ‘‘ Medical Annual,”’ p. 108. 


Dr. PARKES WEBER said he regarded the condition as due to faulty muscular develop- 
ment in the affected limbs—a congenital aplasia or dysplasia of certain muscles—the 
multiple “arthrogryposis’’ and apparent “ webbing”’’ being secondary results. (Compare 
W. Sheldon’s account of “* Amyoplasia Congenita”, Arch. Dis. Child., 1982, 7, 117, and see 
also A. Moncrieff and P. Wiles, Proc. Roy. Soc. Med., 1934, 27, 1001.) 
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March 18.—continued}. 


Congenital Absence of the Vagina, treated by Means of an Indwelling 

skin-Graft.—J. BRIGHT BANISTER, F.R.C.S., and A. H. McINDOER, M.S., F.R.C.S., 
A.C.S. 

The patient now shown underwent an ope-ation six months ago for the 
ormation of an artificial vagina. 

She was referred to us by Mr. Chapman of Grimsby who, on examination, had 
found no trace of a vagina and advised her to come for treatment as the question of 
nubility had arisen. 

Examination, under an anesthetic, revealed complete absence of the vagina, but 
. fairly well-formed vulva was present. On rectal examination a small knob was felt 
in the position of the uterus, but there was no trace of ovaries. The secondary 
characteristics were entirely feminine. Operation was decided upon and carried 
out on September 27, 1937, as follows :-— 

A hollow vulcanite mould, completely closed at both ends, had been previously 
prepared by our dental colleague Mr. Alexander Kay, roughly the size and shape of a 
distended virgin vagina (fig. 1). This was intended to carry the skin-graft and to 
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Fic. 1.—Hollow vulcanite mould used to carry the skin graft. 











maintain the patency of the vagina during the entire contractile phase. A thin 
razor-gratt was first cut from the inner surface of the left thigh where hair was least 
apparent. This graft was roughly 94 in. long by 24 in. wide. The patient was 
then placed in the lithotomy position and thorough sterilization of the vulva was 
carried out, care being taken to see that the anus was excluded from the operative 
field. An incision was made from a point half an inch posterior to the urethral meatus 
and carried vertically backwards to a point three-quarters of an inch in front of the 
nus. The plane of cleavage between the rectum and the bladder was then entered 
and by blunt dissection a cavity was established which was gradually enlarged upwards 
until it would just accommodate, under moderate tension, the vulcanite mould 
previously prepared. Bleeding proved to be almost negligible, and a dry field was 
easily obtained. The mould was then painted with mastisol and covered with the 
skin graft, raw surface outwards, in such a way that the combination of adhesive and 
the lie of the graft prevented the skin rucking-off during insertion. The skin-covered 
mould was finally inserted into the cavity and the labia minora were freshened and 
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sutured across its lower end leaving a small hole anteriorly just behind the 
meatus for drainage. 

For seventy-two hours after operation the patient required a fair amount of 
sedative. There was a profuse discharge for the first ten days, after which it gradually 
diminished in amount, and in four weeks had almost disappeared. The perineal 
wound healed rapidly, all stitches being removed on the tenth day. The bowels 
were not opened until the eighth day. The temperature rose to 101° occasionally 
during the first seven days, but became normal on the fourteenth day. The patient 
was up on the nineteenth day. After the fourteenth day she noticed that there was 
some movement of the obturator when she turned in bed. She was discharged on the 

















F1G. 2.—Skin-grafted vagina containing full- Fis. 3—Appearance of the new vagina after 
sized glass vaginal rest five months after removal of the rest. 
operation. 


twenty-sixth day to her home in Yorkshire where Dr. Clarke, of Rotherham, has been 
in charge of the case. On December 12, 1937, he reported her condition as follows :— 


“ Getting about is difficult owing to an aching pain which comes on after exertion but 
she can sit with comfort on an air ring for two or three hours at a time. She has no 
difficulty with bowels or bladder. She feels that the obturator is moving both backwards 
and forwards and she thinks there is some rotation. There is a thin yellow discharge which 
is odourless and not irritating.”’ 

On January 13, 1938, the patient returned to the Chelsea Hospital and the vaginal 
mould was removed. The skin-graft had taken perfectly everywhere except for a 
small area at the lower end where it lay in contact with the labia minora. The walls 
were smooth, white, and soft, and approximated very closely to normal vaginal 
mucosa. 

A glass vaginal rest of the largest size was easily inserted into the cavity and this 
was worn every night for a further six weeks (fig. 2). 

For a short time half-strength eusol douches were given daily to disinfect the lower 
segment where a slight irritation was evident. Now, at the end of five months, the 
new vagina has completely healed and shows no tendency to contraction either in 
length or breadth. The introitus admits two fingers with ease and the dimensions 
of the new vagina are 5 in. x 2 in. (fig. 3). 

[With Mr. C. D. Read, Mr. McIndoe showed another case in which this operation 
had been performed only fourteen days previously. Members of the Section were 
thus able to see the intermediate condition as well as the final one.] 
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Leukoplakic Vulvitis and the Conditions Liable to be Confused 
With It 


By Victor Bonney, M.S., B.Sc., F.R.C.S., F.R.A.C.S. 


Visiting Gynecologist, British Post-Graduate Medical School, Hammersmith Hospital, 
London, 


Tue occurrence of a leukoplakic condition of the vulva, associated with carcinoma 

on that site, was drawn attention to in British literature by Sir Henry Morris more 
han fifty years ago, but there had been no research on the subject, in this country, 

until 1904, when I began a study on the role played by the connective tissues in 
carcinoma and the inflammatory states that precede its onset. I published a 
preliminary communication on my findings in 1907, and the completed work formed 
the subject of the three Hunterian Lectures that I delivered in 1908. 

In 1909 Comyns Berkeley and I produced a paper on the'clinical and pathological 
aspects of the disease and gave it the name of leukoplakic vulvitis. We demon- 
strated its several phases, separated it from kraurosis vulve with which it had 
previously been confused, and described its clinical course and the events that ensued 
when it terminated in the development of carcinoma. 

The combination of pruritus with a white coloration of the affected parts occurs 
in conditions besides leukoplakic vulvitis, and for some years it has been evident 
that the disease to which we gave that name is being confused with them. 


LEUKOPLAKIC VULVITIS 


Leukoplakic vulvitis is an inflammatory condition marked by simultaneous 
changes in the epithelium and the connective tissue underlying it. In the initial stage 
the epithelium is swollen and the individual cells are less firmly attached to one 
another, so that desquamation is excessive. The connective tissue is abnormally 
vascular and is crowded by lymphocytes, but few or no polynuclear leucocytes are 
seen and the fixed tissue cells have not begun to proliferate. The parts have a 
swollen, reddened, and excoriated appearance. 

The area typically affected comprises the hood of the clitoris, the labia minora, the 
sulei separating them from the labia majora, and the posterior commissure. The 
vestibule, the vaginal wall, and the skin of the mons are never affected, but in long- 
standing and exceptionally severe cases the pathological change may extend backwards 
on to the perinzeum and round the anus. In our original paper it was stated that the 
skin covering the labia majora and those parts of the thighs in contact with them 
might on occasions be also affected, but I am of opinion now that when such extension 
is present, the case is probably not one of leukoplakic vulvitis. 

This initial stage appears to be a short one and hence is not often observed, as 
patients suffering from leukoplakic vulvitis do not as a rule present themselves until 
he pruritus to which it gives rise has lasted for some time. 

In the second stage lymphocytes are still conspicuous in the connective tissue, but 
vroups of plasma cells and an increased number of large hyaline fixed cennective- 
tissue cells have appeared. Over a sub-surface area of considerable depth the white 
fibres become decollagenized and hyaline, whilst the elastic fibres completely disappear, 
but deeper down there is seen to be a great increase in the elastic tissue as regards 
both the number and the size of the fibres. The epithelium is markedly hyper- 
trophied, chiefly in its more basal layers, and the interpapillary processes are much 
elongated. The surface cells still show in patches a tendency to early desquamation. 
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In this stage the labia minora are markedly thickened and retracted, while the colou 
of the affected area is now white, with here and there red shallow excoriations corres. 
ponding to the areas of desquamation. The retraction of the labia minora is 
apparently caused by the excessive development of elastic fibres in the deeper tissues 

In the third stage the cellularity of the sub-surface connective tissue begins t: 
give place to fibrosis. Many of the inflammatory cells disappear, though collection: 
of lymphocytes and plasma cells are still seen here and there. A re-deposit of collagen 
occurs round the fibroglia, so that the tissue—from being unduly rarefied—nov 
becomes denser than normal. There is, however, no re-formation of elastic fibres 
in the sub-surface zone, while, deeper down, the excess of elastin remains as before 
The hypertrophy of the epithelium is maintained, but the growth tendency is directed 
upwards, resulting in the formation of a dense mass of keratinized squames, whilst 
the interpapillary down growths are becoming smaller. 

The colour of the parts is now a dense white, broken here and there by reddish 
cracks or little warty elevations. The labia are flattened out, and the hood of the 
clitoris is pulled over the glans, partly or entirely concealing it. 

In the final stage sclerosis of the connective tissue is complete. Very few cells 
are seen under the epidermis. The sub-epithelial de-elasticized zone is thinner, but 
denser, while, deeper down, the elastic fibres are crowded together and masses of 
amorphous elastin are seen. The epithelium, probably starved by the fibrosis beneath 
it, is thinner, and the cells undergo keratinization early, whilst the interpapillar 
processes are much reduced in size or have disappeared altogether. The area presents 
a smooth shiny white surface and the elevations of the labia and hood of the clitoris 
have almost ceased to exist. Pruritus has ceased and the patient no longer complains. 

It is seen, therefore, that in leukoplakic vulvitis permanent histological changes 
are occurring, not only in the epithelium, but also in the entire thickness of the 
connective tissue underneath it. Such coincident changes characterize all pre- 
carcinomatous states, amongst which leukoplakic vulvitis is one of the most impressive. 


LEPIDosIs VULVZ 

For many years I have been aware of another and commoner condition which, 
although also accompanied by severe pruritus, is quite distinct from leukoplakic 
vulvitis. The clinical picture must be familiar to all gynecologists. The 
patients suffering from it are, on the average, of lesser age than those afflicted with 
leukoplakic vulvitis, that is to say, it is not uncommon to see the former in relatively 
young women, whereas the latter is very rare in such. The area affected is a wider 
one than that of leukoplakic vulvitis and comprises the labia minora, the hood of the 
clitoris and posterior commissure, and quite frequently the labia majora, the lower 
part of the skin of the mons, the perineum and the peri-anal area. The vestibule 
and vagina are never involved. 

The surface of the affected parts has a dry scurfy or scaly appearance, though 
sometimes the epithelium covering the labia minora is smooth and whitish. The 
most striking naked-eye difference between this condition and leukoplakic vulvitis 
lies, however, in the size and consistency of the labia minora, which instead of being 
sclerosed and retracted, are unusually thick, pendulous, and mobile, and project 
between the greater lips in a very characteristic manner (see Plate). 

I venture to call this condition lepidosis, from lepis, a scale. 

The contrast between the macroscopic appearances is explained by microscopic 
examination, which shows that in lepidosis, although the epithelium is hypertrophied 
and abnormally keratinized, the connective tissue underlying it is but little affected 
Immediately under the epithelium an abnormal number of lymphocytes are seen, but 
no other inflammatory cells, while the quality, distribution, and quantity, of the white 
fibres and elastic tissue are normal. 
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The naked-eye surface appearance which obtains in lepidosis bears a much closer 
esemblance to what is ordinarily seen in cases of primary pruritus ani than is the 
ise with leukoplakic vulvitis, for, though in occasional instances of primary pruritus 
ni, the skin of the anal canal and the peri-anal region is leukoplakic, in the large 
\ajority it merely looks dry and scurfy. When lepidosis extends round the anus, 
he appearance of the peri-anal region is typically that which obtains in the majority 
if the cases of primary pruritus ani. 

It may be asked whether the condition I describe is not an early stage of leukoplakic 

vulvitis, or at least liable to pass into it. I have never seen a case in which the 
ransformation occurred, and believe that they are distinct pathological conditions. 
(he chief reason why it is important to distinguish them is that in lepidosis the 
microscopical changes undergone by the tissues are not sufficient to make a return to 
complete normality impossible, or to create the pre-carcinomatous state, whereas in 
leukoplakic vulvitis the changes are too profound to allow of such recovery and 
constitute the histological picture which is the common precursor of carcinoma in all 
situations. 


LEUCODERMA VULV2 


Cases are occasionally met with in which, unaccompanied by any other changes 
in the parts, the colour of the vulval surface is abnormally whitish. I have ventured 
to call this condition “‘ leucoderma vulve ”—though dermatologists use the word 
‘* leucoderma ”’ in a somewhat different connexion. Most of these patients are 
elderly and I have never seen this fault of coloration in a really young person. It 
must be assumed, therefore, that the change is an acquired one, but the cause of it 
is not known. In many cases the condition is discovered by accident, for ordinarily 
it is not accompanied by symptoms. Persons the subject of it are not, however, 
immune to that variety of pruritus which appears to be primarily of nervous origin 
and in the event of such supervening, the combination of itching with a whitish 
coloration of the parts is liable to be mistaken for leukoplakic vulvitis. The distine- 
tion is simple, for the parts, beyond being whitish in colour, are neither sclerosed and 
shrunk, nor hypertrophied and unduly mobile. 


EczEMA OF THE VULVA 


The commonest variety of eczema to affect the vulva is eczema intertrigo, and the 
area involved comprises the labia majora, the crease between the buttocks, the 
creases between the labia and the thighs, and the perinzeum and peri-anal region, 
whilst the labia minora and hood of the clitoris may also be included in it. 

Pruritus is a marked symptom, but the ordinary form could not be mistaken for 
leukoplakic vulvitis, for the affected area is red and moist. Occasionally chronic 
cases are met with in which with the same distribution the surface is dry, scaly, and 
silvery-white in appearance, and these are liable to be mistaken for leukoplakic 
vulvitis. The area of the eczema is, however, different, especially in the matter of 
the crease between the buttocks and the creases between the labia and the thighs, 
which are always specially affected. Neither is there thickening or retraction of the 
labia minora, and if the patient is examined, evidences of eczema intertrigo elsewhere 

will probably be forthcoming. 

I have never seen a case in which carcinoma supervened on eczema intertrigo 
if the vulval region. 

LicHEN PLANUS 


This disease as it affects the vulva has been described by Elizabeth Hunt. It 
presents as papules and hyperkeratotic patches, the latter of which are white in 
colour. If they run together a considerable area becomes whitish, so that when the 
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disease is limited to the area characteristic of leukoplakic vulvitis, the likenes.: 
between them is close and the more so because in long-standing lichen planus the 
labia minora and vaginal introitus undergo atrophy. The shrinkage is, however, 
purely atrophic, whereas in leukoplakic vulvitis the retraction of the labia is 
accompanied by thickening, implying a much greater change in the connective 
tissue. 

To this difference one may ascribe the fact that there is no tendency to carcinoma 
in lichen planus. I am informed that when this condition affects the mouth a hyper- 
keratotic surface is produced which, however, never ends in carcinoma, in marked 
contrast to leukoplakic glossitis to which carcinoma is a common sequel. In my 
research in 1904-08 I found the same deeply extending connective-tissue changes in 
leukoplakic glossitis as I found in leukoplakic vulvitis. 

Lichen planus of the vulva, though generally associated with pruritus, is not 
always so, and this probably accounts for the cases sometimes met with, in which 
hyperkeratosis and atrophy of the labia minora seem to have developed without 
any symptoms at all. 

As a rule, lichen planus, when it affects the vulva, generally extends over a wider 
area than leukoplakic vulvitis, and the labia majora are usually involved, wi.ilst 
evidences of the disease elsewhere in the body can often be found. 

The present state of knowledge concerning lichen planus of the vulva is 
unsatisfactory, for there seems to be no consensus of opinion between gynecologists 
and dermatologists as to the distinction between it and leukoplakic vulvitis, with 
the result that the one disease is frequently being mistaken for the other. A 
gynecologist and dermatologist working in consort on a number of cases are 
required to clear up the confusion. 


Hydrops Feetalis (Erythroblastosis) 
By Victor Bonney, M.S., B.Sc., F.R.C.S., F.R.A.C.S., 


Visiting Gynecologist, British Post-Graduate Medical School, Hammersmith, London, 
and HaroLtp J. S. Morton, M.D., B.Ch. 


THE three conditions, hydrops foetalis, icterus gravis neonatorum, and anemia 
hemolytica neonatorum, have been known clinically for a very long time, but it is 
only in quite recent years that research has shown them to be different manifestations 
of one underlying cause, namely, a dysfunction of the foetal hemopoietic and hemolytic 
mechanisms. As the results of this research are not yet common knowledge and 
because, as we shall show, the importance of correctly diagnosing the disease is 
considerable, we publish the following case. 

A young and healthy woman gave birth to her first child in 1934. It became 
jaundiced soon after birth and died in forty-eight hours. Post mortem a large liver 
and spleen were found and the diagnosis made (according to the parents) was infantile 
anemia. In 1935 a second child was stillborn. It was premature, had a greatly 
distended abdomen, and apparently had been dead only a short time. A post- 
mortem examination revealed a quantity of free fluid in the abdominal, pleural, and 
pericardial cavities, and great enlargement of the liver and spleen. A diagnosis of 
congenital syphilis was made, and in consequence the blood of both parents was 
examined by the Wassermann test, the result being negative. The mother’s blood 
was tested a second time with the same result. Neither parent had any history or 
sign of syphilis. 

Early in 1937, being again pregnant, the mother came under the care of one of 
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us (M.). The blood of both parents was again examined by the Wassermann and 
Kahn tests, and once more the results were negative. The patient was given chlorate 
if potassium, wheatgerm oil, and injections of calcium ostelin. When she was five 
nonths pregnant her blood was again tested, and again proved negative. In June, 
when she was over six months pregnant, the size both of the uterus and the foetus was 
ormal, the foetal heart was beating vigorously, and the foetal movements plainly 
perceptible. 

The probability that the two previous foetal deaths had been due to erythro- 
blastosis was discussed, and it was suggested that the pregnancy should be allowed 
to continue a little while longer and that then the child should be delivered by 
Cesarean section while its heart was still beating normally, and if the blood from the 
umbilical cord showed the cytological picture of beginning erythroblastosis, injections 
of the blood of one of the parents should be given, as cases were on record in which 
such injections had been successful. 

While this decision was being arrived at, the patient, who had previously been 
very well, rapidly developed heavy albuminuria, cedema of the face, legs, and 
abdominal wall, and an acute enlargement of the uterus, resembling extreme 
hydramnios. The foetal heart could no longer be heard, but in view of the size of 
the uterus it was impossible to say whether the foetus was or was not dead. 

In the hope that it might not be dead, and in view of the urgency of the signs 
and symptoms, Cesarean section was performed. The child, which was dead, 
appeared to be about 31 weeks old and weighed 5 lb. 4 0z. The abdominal cavity 
and, to a lesser extent, the pleural and pericardial] cavities, contained a large quantity 
of port-wine coloured fluid, and there was conspicuous cedema and slight hemolytic 
staining of all the organs and tissues. Blood withdrawn from the heart showed a 
variety of nucleated forms amongst which hemocytoblasts, primary erythroblasts, 
and megaloblasts, were the most numerous. There was only a moderate degree of 
hydramnios and the large size of the uterus was chiefly due to the placenta, which 
was so enormous that when removed it almost filled a bucket. It was “ encephaloid ”’ 
in consistence and colour, and was very adherent to the uterine wall. 

Both it and the foetus were sent for investigation to Dr. J. R. Gilmour of the 
Bernhard Baron Institute of Pathology, the London Hospital. He reported that no 
spirochzetes were present in the liver and suprarenals, and that the general appearances 
both macroscopic and microscopic, were identical with those he had observed in a 
study of 14 other cases of the eedematous form of erythroblastosis foetalis ; moreover, 
the clinical history corresponded. 


Diagnosis 


The importance of the recognition of this type of erythroblastosis lies in the fact 
that syphilis affecting the child in utero may closely simulate it. A history of repeated 
stillbirths is common to both diseases. The liver in erythroblastosis may show a 
diffuse fibrosis equal in severity and identical in type with that of syphilis. The 
myeloid reaction in the organs seen in erythroblastosis may also occur in syphilis, 
and the foetal blood may present the characters of haemolytic anzemia or even erythro- 
blastemia. In erythroblastosis changes in the bone-ends occur, closely resembling 
syphilitic osteochondritis in that both show as deepenings of the zones of provisional 
calcification of cartilage. In syphilis, however, the deepening is, in all save the 
earlier stages, irregular, the hypertrophic cartilage cells persist in it, and vessels from 
the metaphysis fail to invade it. 

Although in the past it used to be stated that great enlargement of the placenta 
was a character of congenital syphilis, it would appear that this is really characteristic 
of the cedematous form of erythroblastosis, and no doubt many mistakes in diagnosis 
have been made on this account. 
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Marked foetal cedema and ascites strongly suggest erythroblastosis as does the 
finding of storage of lipoid material in the suprarenal cortex. Finally, a repeated 
negative reaction to the Wassermann and Kahn tests excludes syphilis, as does the 
absence of spirochetes in the tissues of the pregnancy examined after delivery. 


Treatment 


When erythroblastosis develops after birth either in the form of icterus gravis 
neonatorum, or of anemia hemolytic neonatorum, the child has occasionally been 
saved by repeated injections of the blood of one or both parents. Of the three 
manifestations of erythroblastosis, cedema fcetalis appears to be the most, and 
anemia hemolytica the least, severe, and it is in the latter therefore that blood 
injection should give the best results. In vedema foetalis the child is almost invariably 
born dead and therefore blood injection would only avail if it could be started either 
before the changes in the foetal blood began or at their very incipience. 

It is suggested that in a future case like ours the course we adopted might prove 
successful, for had the onset of the signs of pregnancy toxemia and acute uterine 
enlargement occurred only a fortnight later than they actually did, we should have 
delivered a foetus outwardly, at least, normal. 

The last point that may be raised is as to what advice should be given to parents 
who have produced one or more children presenting the features of erythroblastosis. 

It has been stated that once a woman has given birth to such an infant she will 
always do so, and the literature shows that this is usually the case. There is, however, 
one recorded instance in which a healthy child was born after the woman had given 
birth to several children, all of whom apparently died of icterus gravis neonatorum. 
*“* Always ” is a word which medical men should be very chary of using. 

How to prevent the disease recurring with successive pregnancies is at present 
beyond our knowledge, but the future may alter this. In advising the parents 
much would depend on the degree to which they desired a child and on the age of the 
woman. When (as in our case) the desire was strong and the woman young we 
think that the advice we gave is fair, namely, to wait six years before trying again. 

We are indebted to Dr. Gilmour, not only for the report upon the foetus in our 
case, but for a résumé of his findings in a research upon 14 other examples of hydrops 
feetalis. 


A Case of Diabetes Insipidus and Twin Pregnancy 
By J. Bueakiey, M.R.C.S., L.R.C.P. 


Tuts patient, C. G., aged 20, first attended the antenatal clinic, St. Mary Abbots 
Hospital, on March 17, 1938, being a primigravida whose last menses were thought 
to have begun on October 20, 1937. There was no previous history of illness but the 
patient was of a nervous type. Inquiry has revealed no marked abnormality of 
thirst or polyuria before pregnancy. 

In February 1938 the patient rather suddenly developed an excessive thirst and 
polyuria which interfered with sleep. She tired easily, complained of headaches, and 
constantly felt cold. On April 19 she was admitted to hospital on account of mild 
hypertension, hydramnios, and uncertainty as to the position of the foetus. The 
patient’s thirst was extraordinary, and she excreted up to 450 oz. of urine each day. 
Thirst and polyuria disturbed her sleep, despite a bladder capacity of 45 oz. 

A diagnosis of diabetes insipidus was made. Injections of whole posterior-lobe 
pituitary extract (pituitrin) 4 c.c. b.d. at 6 o’clock dramatically reduced the urine 
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lume to 40 oz. at night and 120 oz. in the day. The dose was increased to a single 
\jection of 2 ¢.c. pituitrin daily. Later insufflations of pituitary snuff, gr. }, replaced 
ijections. Three insufflations a day kept the urine just below 200 oz. and five 
\sufflations a day reduced the output to about 100 oz. a day. The patient has been 
ost grateful for the relief of thirst and for sound sleep. 


Investigations 


The general examination revealed nothing abnormal. The patient is of small 
mild, 5 ft. 2 in. in height, and weighing 7} st. when in normal health. The discs, 
undi, and visual fields are all normal. The blood-pressure has varied between 
110/70 and 140/80 mm. Hg. The uterus is large and tense and the circumference of 
he abdomen at the thirty-third week of gestation was 38 in. at the umbilicus. The 

urine was sterile ; sp. gr. 1004. Urea concentration tests before and after pituitary 
therapy produced a maximum concentration of 0-9% urea, large quantities of urine 
being passed. The blood urea was 38 mgm. and 2] mgm. per 100 ml. respectively 
on two dates in May. The Zondek-Aschheim test was strongly positive with 10 c.c. 
of urine. The Wassermann and Kahn reactions were both negative. 

There was a marked anemia, the blood-count on April 24 being: Erythrocytes 
3,187,000 ; Hb. 50% ; C.1. 0-8. Leucocytes 12,200 (of which 75% were polymorpho- 
nuclears). On May 12 the blood-count had improved and showed: Erythrocytes 
+,.210,000 ; Hb. 72% ; C.1.0-85. Leucocytes 6,200 (69%, being polymorphonuclears). 
On both occasions anisocytosis, polychromasis, and punctate basophilia were present. 
The blood-sugar curve was normal. The basal metabolic rate was +19% at the end 
of May. 

X-ray examination of the abdomen revealed the presence of twins in transverse 
positions. Intravenous pyelography (during pituitary medication) showed bilateral 
hydronephrosis and hydro-ureters with ureteric kinks, the dilatation probably being 
due to pregnancy. A skiagram of the chest showed no evidence of tuberculosis. 
The pituitary fossa seen by X-rays is normal. 

Comment.—About 35 cases of diabetes insipidus and pregnancy have been recorded 
in the literature. The Italian Momiliano (1929) reviewed 31 cases in his monograph 
of this condition. 

Rowntree (1924), in a Mayo Clinic Survey of 56 cases of diabetes insipidus, grades 
the severity of the cases upon the urinary output :— 


Grade I 3-5 litres or 95-175 oz. 
Grade II 5-8 ,, ,, 175-280 ,, 
Grade III 8-12 ,, ,, 280-420 ,, 
Grade IV 12+ ., ,, 420+ = 





This places the present case barely into Grade IV. 


tiology.—Diabetes insipidus is primary (or idiopathic) and secondary 
(symptomatic). 

The common causes of the secondary (symptomatic) variety are: (1) Tumours 
of the pituitary : benign, malignant, or metastatic. (2) Syphilis, usually basal 
neningitis or gummata. (3) Tuberculous meningitis. (4) Convalescence from acute 
ebrile illness, quite often post-influenzal. (5) Injuries to the skuil. 

Age and Sex Incidence.—The average age of onset is under 30 years and the disease 
ffects both sexes equally. 

Relation to pregnancy.—Diabetes insipidus may arise during pregnancy and persist 
' disappear after parturition ; or in previously established cases, pregnancy may 
icrease the severity of the disease. The findings of significance in cases associated 
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with pregnancy have been : (1) Consistent lack of relationship to possible pituitar 
lesions as demonstrated by X-ray changes in the sella turcica. (2) Infrequent relation 
to a positive Wassermann reaction. (3) Rather frequent incidence of prematur 
labour. (4) Uniform response to posterior lobe pituitary medication. 

Soule (1937) noted in his case (an 8th multipara whose thirst and polyuria preceded 
gestation by three months) thai from about the 37th week insufflation with whole 
pituitary gland was followed by painful irregular uterine contractions, a response 
which became more marked towards term. 

Investigations have shown that blood volumes, blood chemistry, and vision are 
usually normal, but in secondary (symptomatic) cases the basal metabolic rate is 
reduced by about 15%. The patient’s basal metabolic rate of +-18°%% is in favour of a 
diagnosis of primary (idiopathic) disease. 

Klaften (1927) believes the condition to depend upon weakened powers of concen- 
tration of salt by the kidney, necessitating much water to eliminate the necessary 
amount of salt-pituitrin, salt-free diet, and novasurol, producing a temporary 
improvement. 


Treatment.—Satisfactory control is obtained by whole posterior-lobe pituitary 
medication. Oral administration is useless, but daily injections of pituitrin or 
insufflation with pituitary snuff, gr. } three to five times a day, is effective. Both 
forms have been used in this case. Blumgart (1922, 1932) found that only one 
pituitary powder preparation was consistently effective. A preparation by 
W. Martindale (1,000 units per gramme) has given satisfactory results in this case. 
Relief from excessive thirst and unbroken sleep are the most appreciated results of 
pituitary therapy. A salt-free diet may augment the action of the pituitary extracts. 
An untreated case need not suffer from the cold if warm fluids replace the cold drinks. 

Prognosis.——The diabetes insipidus may disappear after pregnancy, or take a less 
severe form, or persist unaltered. Pituitary extracts may lead to premature labour, 
but this does not always occur. So far this present patient has observed no uterine 
contractions after insufflation or injection of pituitrin. The uterus is tense, but this 
may be due to the bulky contents. The presence of twin pregnancy alone may cause 
premature labour. Labour appears to follow a normal course. 

Summary.—A case of diabetes insipidus and twin pregnancy with a daily urinary 
excretion up to 450 oz.—a Grade IV (severe) case. The onset of severe thirst and 
polyuria dates from the 4th month of gestation. The pituitary fossa is normal. 
The raised basal metabolic rate of +19°% favours a diagnosis of a primary 
(idiopathic) rather than a secondary (symptomatic) cause of the disease. A marked 
anemia responded to iron and vitamin therapy. Control has been effected by 
injection of whole posterior-lobe pituitary extracts and by insufflating pituitary 
snuff. There is a probability of premature labour. 
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Puerperal Femoral Thrombosis 
By JAMES Wyatt, F.R.C.S. 


Very little has appeared in the English literature on puerperal femoral thrombosis 
luring the last forty years, and most of the textbooks are somewhat brief in their 
vccounts of it. Had I foreseen that I should report on the subject ten years ago, I 
feel that I might have collected a good many more data from the patients concerned, 
which would probably have proved of value. That, however, was not the case, and 
what I present now I have taken from the notes of cases that have been under my care 
in the last eight years—in the Puerperal Unit, which was formed in 1925 by the 
Metropolitan Asylums Board and is now carried on by the L.C.C., and my thanks 
are due to Sir Frederick Menzies for permission to use this material. 

I have, so far as possible, tabulated the data arrived at, as by that means better 
deductions can be drawn. Table A (Age-incidence and Parity) shows that probably 
the state of the veins themselves is of little consequence, otherwise one would expect 
the condition to be found most often in multipare or elderly primigravide. 


TABLE A. 


A neideuce Multiparve Primigravide 
10 to 20 os l 25 21 
20 to 30 sl 27 
30 to 40 ' 16 
10 to 50 a 2 


TABLE B. 
The preceding labour.—I have separated the primigravide from the multipare, as 
one would perhaps expect more difficulty with the labour in the former. 


Primigravidx—2l. Multipare—25. 
Norma! labour 8 Normal labour __... ne 13 
Instrumental] deliv« 6 (Twin pregnancy—2) 
Adherent Placenta ! Instrumental delivery an 3 
PPE. « 2 Adherent placenta (1 previa) 2 
Induction for toxemia _ 1 As = one 2 
Rupture of membrane Abortion—up to 12th week ... 3 
Abortion—up to 16th to 24th 
week vi evs 2 
TABLE C 
Onset of infection.—These figures may not be absolutely accurate, but a form is 
taken by the nurse who goes with the ambulance to bring each case to hospital, and is, 
as far as possible, filled in by the midwife in attendance on the patient, one of the 
questions specially asked being with reference to this point. 
lst day of puerperiu1 on 15 5th day of puerperium ees _ 
2nd day of puerperiur * 5 6th day of puerperium 2 
3rd day of puerperium 10 Later ... eee 9 
4th day ot puerperium 3 ? Ee 2 


TABLE D. 
The affected leg.—Textbooks lead one to believe that the left leg is that commonly 
affected and bilateral affection comparatively rare. Also, the date of onset of the 
swelling is more variable than one would expect. 





Left leg alone—l5 cases. Right leg alone—9 cases. 
Day of Day of 
ippearance appearance 

22 19 
24 23 
25 67 

9 16 10th to 20th ne 6 

11 30 20th to 30th ‘ts 1 

55 Ist to 10t} 1 14 30th ‘and over -_ 2 
31 10th to 20th 4 17 
21 2th to 30th 8 3 
80th and over 2 13 
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TABLE D (continued). 


Both legs—22 cases. 


Right—first affected—l4. Left—first affected—8. 
Day of Day of 
appearance appearance 
17 12 
15 17 
14 10 10th to 20th we 6 
24 15 20th to 30th ses 2 
19 10 
11 Ist to 10th 1 21 
21 10th to 20th 8 13 
20 20th to 30th 5 20 
14 
24 
20 
17 
19 
(1) During labour 


These figures show that in 23 cases the right leg was primarily or solely affected, 
and in 23 the left. 


Interval between Affection, 


Right first Left first 
17 ‘i er 32 (15) 12 was ee 20 (8) 
1... =~ 85 (20) o . «— 2 © 
14 ws a 18 (4) 10 ron = 22 (12) 
24 sem bs 30 (6) 15 = ine 26 (11) 
19 hai ~ 27 (8) 10 ian sos 22 (12) 
11 = at 21 (10) 21 on va 30 (9) 
21 =e a 36 (15) 13 uae oh 19 (6) 
20 a we 24 (4) 20 as cas 39 (19) 
14 * is 30 (16) 
24 das he 24 ? 
20 Ea - 24 (4) 
17 e si 21 (4) 
19 pe rm 28 (9) 
1 ae ae 14 (13) 


Here the figures are not very instructive, beyond the fact that the shortest period 
between the two is four days, and occurs when the right leg is first to be affected ; 
one would expect this from the fact that the distance from the right internal iliac 
vein to the inferior vena cava is definitely shorter than that from the left internal 
iliac vein. 

The most important evidence to be gained from these figures is that the rate of 
spread of the thrombosis varies considerably—quite possibly depending on the 
infecting organism. 


TABLE E. 
Infecting Organisms. 
Cervical Swab Mixed Urine 

Hemolytic streptococcus... 11 Hemolytic i canes and B. coli (other .oreumee in 
Non-hem. strept. anaerobe 2 B. coli 2 cervix) ... 12 
Str. viridans Sua a a Non-hem. strept. and. B. coli 2 B. coli (and in cervix) j 
Fen aureus ... 1 Staph. and B. coli aes a B. proteus ... 2 
pee albus .. a ~- we Diphth. and B. coli 1 Other organisms sats i 
B. coli.. as © Staph. and diphth . — Sterile aed oe 6 
Gram- -positive. cocci ae Staph. and non-hem. strept. 1 Not examined 66 oy 

Sterile ove ie es 

No culture ee a fase 


With regard to the infecting organism: In no case has a culture been taken 
directly from the infected vein, chietly for the reason that only two of the patients 
have died, and on these I will report later. But from examination of the cervical 
swab and the urine, it will be noticed that only in 13 cases was the hemolytic strepto- 
coccus present. In fact, the most predominant orgpaiem, taking both possible source- 
of infection, was the B. coli, which was found in 25 of the cases, and in 12 of these it was 
found in the urine when other organisms were present in the cervix, and as the urin¢ 
was not examined in 14 cases, it may possibly have been present even more often. 
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[ am of the opinion that in a larger number of cases the condition tends to be 
roduced by an organism of low-grade infection, as in so many of the patients there 
;a slight rise of temperature in the first week of the puerperium, which more or less 
ettles, and then at any time, from a week onwards, the temperature flares up again 
nd the thrombosis makes itself shown. The infecting organism does not seem to 
letermine whether the onset is early or late. 

In only 14 cases of this series of cases was a blood culture made ; in 11 of these it 
vas negative. In one there were 80 colonies of hemolytic streptococcus per c.c., and 
he patient died. In one, a single colony of an anaerobic hemolytic streptococcus 
was grown, and in the third the first culture showed four colonies of haemolytic 
treptococcus per c.c., the second, taken the next day, 11 colonies per c.c., and the 

third ten days later was sterile. 
TaBLeE F, 
Length of Time of Swelling and Stay in Hospital. 


Here three cases 
both legs swollen 


re excluded: two patients died, and one discharged herself with 


I have then taken the average :— 


15 cases, left leg only, average length of time of swelling ai vt 59 days 
7 cases, right leg only, average length of time of swelling ... ae oe 
21 cases, both legs, average length of time of swelling ove — G4 ,, 


Average stay in hospital—91 days. 

In those cases in which both legs were affected, I have taken the time when swelling 
in both legs had subsided, but it has been noticeable that in a number of the cases 
the swelling subsided more or less simultaneously, although, as will be remembered 
from Table D, one leg was frequently swollen a considerable time before the other. 

It will also be noticed that in the seven cases in which the right leg alone was 
affected, the average was 47 days against 59 days for the left leg and 64 for both legs. 
In these two last groups, there were four cases in which the swelling was present for 
over 100 days—which raised the average. Similarly, in the average stay in hospital, 
there were eight cases whose stay was over 100 days, two of these being in hospital 
for in the neighbourhood of 300 days. These cases, which spent such a long period 
in hospital, had other complications—some of a severe nature ; for example, the two 
patients who were about ten months in hospital both had septic arthritis in the hip- 
joint and had to be kept on extension for a considerable time. 

In 1936, in one case in which the left leg was affected, and the swelling had been 
present for 50 days with no signs of decrease, I elevated the foot of the bed gradually 
up to 12 in., and there was no doubt that this had a marked effect in rate of 
recovery. ’ 

I therefore repeated it, with success, and now this elevation is carried out from 
the start, commencing with a 6-in. rise and working up to 12 in., and I am convinced 
that it undoubtedly considerably helps the rate of recovery. In seven cases so 
treated, I show the figures for length of time of swellings :— 


TABLE G 


Left Right Both 
0) 82 26 
25 36 
1s 46 


The average of these is 29 days, which is, I think, a decided improvement on thsoe 
figures previously shown 


TaBLE H. 
Complications. 


Pulmonary emboli oe 15 cases 
Arthritis of hip a 2 cases 
Localized abscess - 4 cases 
Enophthalmitis ov 1 case 

B. coli pyelitis ... oe 9 cases 


mesenteric thrombosis ... 1 case 
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Pulmonary emboli only produced marked disturbance in three cases, and even 
these did not suggest any question of a fatal issue. In the other cases there was 
very little upset—in some just a sudden pain in the chest with no physical signs. 
In the one case of enophthalmitis, due to the hemolytic streptococcus, the patient 
lost the sight of the eye, but—I am glad to be able to say—recovered. This is a 
most distressing condition to meet with ; we have had three such cases during the 
fourteen years that the Puerperal Unit has been in existence, but the other two 
patients died. 

Temperature.—Any average given here would not, I think, be a true picture of the 
condition. In uncomplicated cases, the temperature rose with the onset of the 
thrombosis and settled within four to seven days ; this also occurred in those cases 
in which the other leg was also affected. In a number of cases, preceding the rise of 
temperature and the swelling, the patient complained of pain in the leg ; this preceding 
pain, which has been pointed out by other observers, is a sign of definite importance 
and a warning to keep the patient as quiet as possible. 

Hemoglobin.—At the beginning of 1937, a new laboratory under the charge of 
Dr. Cruickshank was opened in the hospital, and rather more searching pathological 
and bacteriological examinations have been made of all cases admitted to the Unit. 
Amongst these is the hemoglobin estimation. Of nine cases so examined the 
percentage has been: 60; 50; 65; 42; 40; 65; 45; 64; 45. 

This, it will be seen, is low, and may have some bearing on the condition, but in 
most cases infected at all heavily, the hemoglobin is found to be low ; this may be 
due to excessive loss in the third stage, frequently not reported. 

Treatment.—One or two points that are, in my opinion, of importance are : (1) The 
elevation of the foot of the bed, already mentioned. I now insist on this from the 
outset. Provided that the rise is gradual the patients do not mind. (2) The 
knee should be slightly flexed. If there is much swelling of the calf and the 
leg is kept straight, some hyperextension of the knee-joint occurs, producing 
considerable pain. (3) The foot should be kept at right angles, with a pillow. (4) Local 
applications to relieve the general pain in the leg are necessary for, perhaps, a week. 
Hot fomentations, which have to be changed frequently are, I think, contra- 
indicated, although antiphlogistine changed every twenty-four hours is comforting ; 
as a rule a preparation of glycerin and atropine is used, being preferable to glycerin 
and belladonna, as it does not stain everything with which it comes in contact. 

Results —Of the 46 cases reported : Two patients died, one from a streptococcal 
septicemia and one from a tuberculous pulmonary abscess. One discharged herself 
before the swelling of the legs had completely subsided. Forty-three recovered. 
The majority left hospital walking well. Crépe bandages are used and the patients 
advised to wear them for a few months. 

May I appeal to the writers of textbooks to-day to give up the terms ‘“‘ phlegmasia 
alba dolens ”’ and ‘“ white leg ’’, as this condition is at the present time exceedingly 
rare ? No case has been in the L.C.C. Puerperal Unit in the fifteen years that it 
has been in existence, and during this time over 3,000 cases of puerperal infection 
have been admitted for treatment. 

The term ‘“ puerperal femoral thrombosis ’ 
condition that commonly occurs. 


> 


would convey to the reader the 
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Section of Urology 
President —-HENRY WADE, C.M.G., F.R.C.S. 


February 24, 1938, continued } 


Anomalous Symptoms in Some Genito-Urinary Conditions 
By GrorGE Y. FEGGETTER, M.S. 


Most diseases of the genito-urinary system have very characteristic symptoms 
which attract attention early and make the diagnosis relatively simple ; nevertheless, 
many of these conditions may be symptomless, or their syniptoms may be so unusual 
that a cause other than a genito-urinary one is suggested. 

I have made a collection of the most striking examples seen in the Post-Graduate 
Hospital, Hammersmith, during the past two years. 

These cases may be divided into groups, as follows :— 

(1) No symptoms at all. Pathological conditions discovered incidentally. 

(2) Gastro-intestinal symptoms 
Acute. 

Chronic. 

Malignant disease of stomach or colon. 
Inflammatory diseases—appendicitis, &c. 
(3) Gynecological symptoms (salpingitis). 

(4) Nervous symptoms (painful back, heels, &c.). 


Obstruction 
suggesting 


| 





No Symptoms 


[ do not wish to enlarge upon this group, as it is well known that almost all diseases 
of the genito-urinary tract have been found by pathologists at autopsy, though they 
have been unsuspected during life, both by patient and medical attendant. I will 
juote three representative cases only. 


(i) Large papilloma of bladder ; carcinoma of wsophagus.—Patient, aged 34, admitted 

mm account of carcinoma of the esophagus. An csophagectomy was contemplated, and he 
was thoroughly overhauled by physicians. He had no urinary symptoms, and the urine was 
normal. The csophagus was explored (by Professor Grey Turner) through the chest, and 
was irremovable. He was allowed to go home, but returned to the hospital and died of his 
lisease three months later. At the post-mortem examination a large papilloma of the bladder 
vas found. 

(ii) Bilateral renal calculi.—This patient, aged 41, actually had a symptom referable to 
1¢ urinary tract, but it was discovered only on routine questioning and was so insignificant 
iat it might excusably have been overlooked. 

The patient came to hospital complaining only of strangulated hemorrhoids. On 
ystematic investigation he said that for four weeks he had had occasional pain at the end of 
nicturition, referred to the tip of the penis. The only abnormality that could be discovered 
ipart from the hemorrhoids) was a palpable right kidney. Cystoscopy showed a small stone 
1 the bladder, and dye tests, 10 c.c. 0-4% indigo-carmine intravenously, left ureteric orifice, 
n minutes ; right ureteric orifice, fifteen minutes. A plain skiagram showed bilateral renal 

ieuli. 

The patient remembered having had a typical attack of lumbago five years previously. 
t had lasted for one week, and apart from this, in spite of the gross renal disease, he had 

ver lost a day's work as a bricklayer until the day on which he came to hospital. 


JuLY—UROL, 1 
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Blood-urea 85 mgm. per 100 c.c. Urea clearance 30%. Urine: pus cells, B. coli, an 
R.B.C. Blood: Calcium and phosphorus content normal. 

Operation.—Left nephrolithotomy. The patient died four days later. 

(iii) Hypernephroma.—Found post mortem in a patient aged 65, who died of peritonitis 
due to an abscess in the appendix. 


Gastro-intestinal Symptoms 


Acute intestinal obstruction —The symptoms of acute intestinal obstruction—pai! 
vomiting, distension, absolute constipation (no passing of feces or flatus)—occu 
in many different disorders of the urinary tract. They sometimes follow prostat- 
ectomy (suprapubic removal or endoscopic resection) when spinal, or gas-and-oxygei 
anesthesia has been employed. They occur sometimes after an easy nephrectom) 
and it is customary to regard them as due to a temporary uremia, the obstruction 
being of the nature of a paralytic ileus. 

Acute intestinal obstruction may be the only symptom of pyonephrosis and 
perinephric abscess ; I think this possibility has not been sufficiently emphasized in 
the past. I will quote two cases :-— 


(i) Male, aged 66. I had removed the prostate suprapubically, in two stages, a year 
previously. The patient had been back at work for nine months when he had a definite 
attack of what I took to be acute intestinal obstruction. He had violent colicky pains 
across the abdomen, with peristalsis audible to his friends. He vomited all ingested food 
and had absolute constipation, passing neither feces nor flatus for five days, and the 
abdomen became greatly distended. He recovered from the attack under medical treatment 
and came to my Follow-up Department three weeks afterwards. 


On examination.—He had lost weight, looked very ill, and was febrile. Temperature 
99°; pulse 75. Physical examination negative. No abdominal masses; no rigidity or 
tenderness. Sigmoidoscopy showed the pelvic colon and rectum to be normal, apart from 
some hemorrhoids. Urine clear; microscopically showed pus cells. Bacillus coli found 
on culture. Barium enema: Some spasticity of descending colon. Blood-urea 42 mgm. 
per 100 c.c. 

From the history of this attack and the recent loss of weight, I suspected an early 
carcinoma of the colon, and explored the abdomen. The intra-peritoneal viscera were 
normal, but the right kidney was enlarged. There was a small mass of coagulated lymph 
free in the peritoneum. When the patient had recovered from the laparotomy I investigated 
the renal enlargement. 

Catheterization of the right ureter produced turbid urine, pus, and Bacillus coli, and a 
retrograde pyelogram (40 c.c. of medium injected under fluorescent screen control) showed 
? a large hydronephrosis. 

The patient had an attack of coronary thrombosis, and it was then decided to treat what 
was regarded as an infected hydronephrosis by renal pelvic lavage. The patient died about 
two months after the abdominal operation. 

Post-mortem report: Pyonephrosis and perinephric abscess, the abscess cavity having 
very thick walls. Coronary sclerosis and infarction of left ventricle. 


The second case was of intense interest. 


(ii) The patient, aged 59, had undergone prostatectomy nine years previously. Admitted 
with fracture at lower end of right tibia and fibula. 

After being in bed for a week, making a straightforward recovery, he began to vomit, 
and his abdomen became distended. He had no great pain, but peristalsis was heard over 
the right side of the abdomen. He was treated with pituitrin, calomel, and enemata, 
without result. On the following day his general condition was worse. He was vomiting 
and the abdominal distension was very great. Audible peristalsis. X-rays showed gross 
gas distension of the large bowel, apparently due to obstruction in the descending colon. 
The urine contained pus, and on culture grew Bacillus coli. Cxcostomy was performed, a 
local anesthetic being used. The general condition then improved rapidly; a barium enema 
showed the whole of the large intestine to be somewhat enlarged, but otherwise normal. 
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Two weeks after the cecostomy a large quantity of pus was passed per rectum. 

When the patient was well enough, he was sent to a convalescent home for six weeks. 
Vhen he returned the cecostomy was still present. Urine culture: Pus and Bacillus coli. 

He began to go downhill, and died about five and a half months after the fracture. 

Post-mortem report: Pyelonephritis, right and left. Descending colon firmly adherent 
left kidney. 

I regard this patient as having had a left perinephric abscess which caused the 
bstruction, and later discharged into the bowel. I suggest that in both these cases 
the obstruction was mechanical, in that the inflammation around the kidney had 
spread forwards to involve the colon. 

In the hospital at present there is a patient, aged 69, who had a prostatectomy six years 
go and was extremely healthy until four weeks ago, when sudden severe pain developed 
n the left hypochondrium. The abdomen became very much distended, and the patient 
vomited and was constipated, though he passed flatus. He had some signs pointing to 
urinary tract infection as he passed purulent urine, and perinephritis was suspected. 

A plain skiagram showed enormous distension of the large intestine, and barium 
enema showed an apparent hold-up in the descending colon. The patient was kept under 
observation and last week an anterior perinephric abscess was opened. 

In neither of the first two cases had the patient any symptoms pointing to the 
urinary tract. 

Acute intestinal obstruction of paralytic type also occurs in chronic interstitial 
nephritis. I have twice been asked by medical colleagues to operate in such cases 
when medical measures have failed, and I have drained the cecum. These cases of 
ileus are difficult to explain in chronic renal disease ; why should a uremic patient 
become so distended ? 

Chronic intestinal obstruction—This occurs in certain conditions causing 
progressive renal failure, i.e. increasing constipation, loss of weight, loss of appetite. 
This triad always suggests carcinoma of the colon, and when there are no urinary 
symptoms whatsoever, the difficulty of diagnosis of a renal lesion is great. 

This was first brought to my notice by Professor Grey Turner in an address to the 
Nottingham Medical Society in 1929 on ** Unusual Symptoms in the Enlargement of 
the Prostate ’’, but it was demonstrated dramatically in the following case :— 


A patient, aged 70, who came to hospital about five years ago. He gave a history of 
increasing difficulty in having his bowels moved, progressive loss of weight and loss of 
appetite. He had no urinary symptoms. Physical examination revealed nothing apart 
from a recent emaciation. A barium enema showed a narrowing at the pelvirectal junction. 
I suspected an early carcinoma of the colon, and explored the abdomen. Nothing abnormal 
was found. Acute retention of urine developed after the operation, and the patient did not 
pass urine normally until the prostate had been removed. Three months after prostatectomy 
he had regained his lost weight and his bowel habit became regular. 

Xecently we have had in hospital two female patients, both aged 45, and both 
‘omplaining of loss of appetite, loss of weight, and increasing constipation. They 
had never had any pain and had had no urinary symptoms. In the out-patient 
department they were believed to have carcinoma of the colon, but on admission as 
in-patients were found to be suffering from bilateral renal calculi. The gastro- 
intestinal tract was normal. 

This triad is also seen in cases of congenital cystic disease of the kidney without 
ther symptoms. 

Symptoms suggesting carcinoma of the stomach.—In some cases there are symptoms 
ndistinguishable clinically from those of carcinoma of the stomach. This is 
specially in regard to hypernephroma, and is illustrated by the following two cases :— 

(i) A man, aged 56, was admitted to the medical wards complaining of loss of appetite, 


ss of weight, and vomiting after meals. There were no urinary symptoms and the urine 
us normal. 
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On examination he was found to be emaciated, but nothing abnormal was discovere 
apart from gross anemia. Hb. 54%. A barium meal was given and the stomach ani 
duodenum were seen to be normal. A plain skiagram showed a rounded shadow in the left 
hypochondrium, the only clue to the real diagnosis being thus given by the radiologist. 

Intravenous pyelography showed a hypernephroma which was removed by Professo 
Grey Turner. 

Again, these symptoms were ascribed to uremia, the blood urea being 40 mgm 
Yet only one kidney was affected ; these symptoms do not develop in patients wh» 
have one kidney removed for other conditions. It seems that the growth itself causes 
these grave symptoms, and I was very much struck by a phrase in the President's 
Address on “ Vesical Exclusion ” in which he ascribed the mortality in some of his 
cancerous cases to a “ secret subtle poison ”’. 

(ii) In this second case the patient was a man aged 75, who complained of loss of 
appetite, loss of weight (2 stones), and a feeling of distension and discomfort after meals. 
of six months’ duration He was thin, tired, and weak. Physical examination revealed 
nothing abnormal apart from gross wasting. The lower pole of the right kidney was 
palpable, but not more so than many normal kidneys. Again it was thought that we were 
dealing with a carcinoma of the stomach as there were no urinary symptoms and the urine 
was normal. A barium meal showed a normal stomach. A retrograde pyelogram (right) 
showed typical hypernephroma. 

The patient was too ill to undergo an operation, and he died six weeks after admission. 
A specimen was obtained showing metastases in the lungs, liver, adrenals, spine, and 
mesenteric glands. 

Symptoms of inflammatory lesion in the gastro-intestinal tract.—Several patho- 
logical conditions in the genito-urinary system mimic acute appendicitis. Of these 
the most common is ureteric calculus. I suppose that many of us have removed a 
normal appendix in cases of ureteral stone, and most of us have aided the passage of 
calculi when other surgeons have removed a normal appendix. I shall not refer 
to this further than to say that in each of the last three cases in which I have dealt 
with the calculi I have satisfied myself that the surgeon who had removed the 
appendix had been fully justified, on his clinical examination, in operating. That is 
to say, the abdominal colic, the vomiting, the temperature, and the tenderness and 
rigidity were all typical of retrocecal appendicitis. The urinary analysis was 
negative. 

Even if blood is present in the urine it does not necessarily point to a stone. | 
was asked to see a patient of one of my colleagues three months ago. He had 
abdominal pain, vomiting, rigidity in the right iliac fossa, and the urine was thick 
with blood. A gangrenous appendix was removed. 

A very rare condition, whose symptoms at first are those of an inflammatory lesion 
in the gastro-intestinal tract, is renal carbuncle. 


A bus driver (aged 36) was sent to hospital with a diagnosis of acute appendicitis. 
Four weeks before admission he had had a crop of boils on his neck. He had complained of 
colicky pain radiating from the front of the abdomen to the right iliac fossa, for about ten 
days. The colic was intermittent, each spasm lasting about half an hour and doubling him 
up. He had vomited once during the ten days. Bowels regular. He had had no dysuria, 
hematuria, or frequency, aa " $. 

On admission.—Temperature 100; pulse 100. Coated tongue. Pain in right iliac fossa— 
radiating to the testis and into the loin. The right side of the abdomen was rigid an 
tender, and there was slight tenderness in the costovertebral angle. 

Urine: Normal; cultures sterile. Blood: Leucocytes 18,000. 

The condition was diagnosed as perinephritis, and treated conservatively for four days. 
X-ray examination negative. The general condition then became worse, and it was decided 
to open the perinephric abscess. 

The perinephric space was opened up by a small muscle-separating incision in the loin. 
No pus was seen. The kidney was exposed and seen to be rather edematous. The capsu!e 
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as stripped, and the substance explored. Large quantities of odourless pus were withdrawn, 
id a drainage tube was inserted. Pure Staphylococcus aureus was grown from the pus on 
ilture. 

The urine cultures were sterile for four weeks after operation. After that time pure 
taphylococcus aureus was grown in both blood and urine cultures. 

The patient died of staphylococcal pyemia six weeks after drainage. 

On reading my case reports I find that I have had two cases admitted with a 
iagnosis of appendicitis, because of abdominal pain, vomiting, high temperature, and 
enderness and rigidity in the right iliac fossa, but the correct diagnosis of epididymitis 
vas easily made. 

Nervous Symptoms 

Referred pains.—These occur usually in malignant cases. I have at present a 
atient who has intractable sciatica, and is suffering from a malignant prostatic 
srowth which causes no obstruction. 

Painful heels: A very interesting referred pain is that in the heels, from which 
some patients with benign enlargement of the prostate suffer. I have found this 
in several of my prostate cases, but it has always been associated with other symptoms. 
| have noticed that if, in the first stage of a two-stage prostatectomy, I dilate the 
prostatic urethra digitally, the patient often complains of painful heels afterwards. 


[March 24, 1938 


Stricture of the Ureter.—H. P. WINSBURY-WHITE, F.R.C.S. 

The patient, a woman aged 35, had complained of aching pain in the right loin for 
four years. During that time there had been attacks of right-sided colic accom- 
panied by vomiting ; these had led to the supposition that the appendix was at fault 
and appendicectomy was carried out but no relief was obtained. 

When I saw the patient, there was tenderness to deep pressure in the right loin. 
The urine was free from pus and organisms, and no stone was seen in a plain skiagram. 
\n intravenous urogram, however, showed a moderate and uniform degree of 
dilatation of the pelvis and calyces of the right kidney. The left kidney showed no 
abnormality. A ureteric catheter was obstructed at about 5 cm. from the right 
ureteric orifice ; the catheter, however, was passed up to the kidney. An instrumental 
ureterogram showed a moderate degree of dilatation of the right ureter which ended 
abruptly at the pelvic floor. At this stage the question of stone as the cause of 
obstruction was still unsettled. I therefore passed a wax-tipped catheter up the 
ureter ; this, in its turn, negotiated the stricture and passed on up to the kidney. 
\n inspection of the wax through a lens, after withdrawal of the catheter, failed to 
reveal any scratches ; I therefore concluded that the obstruction in the ureter was 
due not to a stone but to a stricture. 

Accordingly I made an extra-peritoneal exposure of the ureter at the site of the 
stricture, and while freeing it from the peritoneum I found an intra-peritoneal tumour, 
bout the size of that of a large plum, adherent to the peritoneum and the ureter. I 
ypened the abdomen and found an ovarian cyst which had formed inflammatory 
idhesions with the parietal peritoneum. I excised the cyst, which proved to be a 
simple tumour. I then divided the ureter above the stricture and re-implanted it 

nto the bladder, leaving the patient, for the time being, with a suprapubic cystostomy. 

The patient made a good recovery, and nine months later an excretion urogram 
showed that the right kidney was functioning normally and that there was no dilatation 
f the right ureter which was clearly defined in its whole length on the radiogram. 
[t was noted, however, in comparing the outlines of the two ureters in the pelvis, 
that there was a little asymmetry as a result of the shortening of the right ureter 
‘onsequent upon the implantation. About this time it was ascertained that a 

ireteric catheter passed freely up the whole length of the right ureter to the kidney. 
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It is probably agreed that stricture of the ureter is not a common condition, an 
there are several points of interest about this case. In the first place the intimat: 
relationship of the constriction of the ureter with the ovarian cyst indicates that th: 
stricture was acquired rather than congenital. The case also illustrates the fac 
that the absence of pathological elements from the urine, together with a negative 
plain skiagram, is not sufficient justification for assuming that the kidney is no: 
responsible for symptoms and that the appendix should be removed. 

The importance of discriminating between a stricture and a small stone, as the 
cause of the obstruction, is apparent, because if the stone is a small one there is, as « 
rule, no justification for an open operation to remove it. 

Finally, the result of the treatment seems very satisfactory, and in connexion 
with the operative technique I would like to emphasize the importance of draining 
the bladder suprapubically for a short period following the re-implantation. 


Five Specimens shown by KENNETH H. WATKINS, M.S. 
(1) Primary Papilloma of the Ureter 


The patient was a man aged 68, who had complained of hematuria on two occasions 
in five months. The diagnosis was made as a result of copious hemorrhage around 
the ureteric catheter, which at first obstructed at 8 cm. There was hydronephrosis 
with slight dilatation of the upper ureter and considerable dilatation of the middle 
ureter, which also showed a filling defect (figs. 1 and 2). Uretero-nephrectomy was 
carried out, the ureter being divided at the bladder wall. The patient made an 
uninterrupted recovery. The tumour, which could not be palpated before the 
ureter had been opened, was sub-sessile, with low surface growth on the adjacent 
mucous membrane. Histological examination showed it to be a papilloma. There 
was no evidence of invasion of the wall of the ureter. 


(2) Primary Carcinoma of the Ureter 

The patient, S.G., was a very obese Jewess aged 54. Cystoscopy, after the 
second hematuria in nine months, at first showed complete obstruction at 5 cm. up 
the left ureter, but no gross hemorrhage. In the belief that the lesion was a simple 
stricture (no filling defect having been observed in the ureterogram, which showed 
well-marked hydronephrosis and slight dilatation of the ureter above the “ stricture ”’) 
instrumental dilatation was carried out. Five months later hematuria recurred, and 
cystoscopy revealed a piece of tissue projecting from the left ureteric orifice; a 
biopsy of this showed carcinoma. A mass was also palpable on vaginal examination. 
At operative exposure this mass was found to be a more or less cylindrical tumour, 
too firmly fixed to the iliac vessels to justify an attempt at removal. Radium was 
therefore implanted. Hzmaturia recurred six months later and cystoscopy showed 
two tumours in the bladder, one at the left ureteric orifice and the other a short 
distance from it. Histological examination showed carcinoma, grade 2. 


(3) Carcinoma of the Renal Pelvis and Ureter 


The patient, a woman aged 70, had had hematuria for one month. There was 
blood-clot at the right ureteric orifice, and there was complete obstruction to 
instrumentation and contrast medium at 14cm. A ureterogram showed a normal 
lower ureter, which terminated abruptly. The pre-operative diagnosis was carcinoma 
of the ureter. At operation (nephrectomy and partial ureterectomy, 4 cm. below the 
tumour) there was found to be extensive infiltration of the kidney from a carcinom: 
of the renal pelvis and a secondary infiltrating tumour of the ureter about 6 cm. 
below the renal pelvis. The patient died five months later, with metastasis in the 
3rd lumbar vertebra. Histological examination showed carcinoma, grade 2. 
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(4) Carcinoma of both Ureters, Secondary to Carcinoma of the Bladder 

Autopsy specimen from a man aged 52, who had had frequency of urination an 
some hematuria for eight months. Asuprapubic cystostomy for inoperable carcinom: 
of the bladder had been performed elsewhere. There were metastatic deposits in 
all the tarsal bones and the bases of the metatarsals of the right foot. Autopsy, three 
months after operation, revealed extensive metastasis in the liver and the left supra- 
renal gland, and a massive growth in the bony pelvis. Dr. Trevor Shaw, who performed 
the autopsy, found the lower ureters passing into a mass of growth. In the specime 
both ureters are seen to be enormously dilated, and to narrow abruptly several! 
centimetres from the bladder. On the right side the wall of the ureter becomes 
extremely thickened, resulting in almost complete stenosis of the ureter. On the 
left side there is also some thickening in the wall at the site of narrowing, but no 
gross reduction of the lumen. There is extensive papillary growth in the bladder 
with infiltration of the bladder wall. Histological examination showed carcinoma. 
grade 4, in the bladder and both ureters. 

Comment.—It is usually believed that the ureters are resistant to tumour invasion. 
Often the lower ureter is compressed, but not invaded, by tumours. It is possible. 
however, that secondary tumours are often so small as to escape recognition. 
Eighteen examples of metastatic tumour have been recorded in the literature, nearly 
half of these being secondary to carcinoma of the prostate, and the others due to 
lesions of the cervix, bladder, stomach, breast, or urethra. The general impression 
seems to be that spread occurs by way of the lymphatics. 


(5) Carcinoma of Bladder, with Obstruction at the Vesical Orifice 
and Extension up one Ureter 

Autopsy specimen from a man aged 55, who had first had hematuria nine years 
previously. Three and a half years before his death a large papilloma with a wide 
pedicle had been removed from the base of the bladder, after which he is reported 
to have been free from symptoms until five months before death. At autopsy an 
extensive papillary carcinoma was found, with considerable infiltration of the bladder 
wall and widespread glandular metastases. In the specimen the tumour is seen to 
have infiltrated across the front of the vesical orifice, causing a high degree of 
obstruction, as evidenced by the hypertrophy and trabeculation of the bladder 
wall and the great dilatation of the upper tract. The papillary growth has spread up 
the lower 2 cm. of the left ureter, and from its size it would appear that this orifice 
was patent, permitting reflux. The right ureter possessed a long uretero-vesical 
valve, but on this side the growth is present only on its vesical aspect. Histological 
examination showed carcinoma, grade 3. 

Comment.—The spread of surface tumour up the ureter from the bladder is 
apparently very uncommon, though it is described by Ewing. Probably it would only 
happen when the ureteric orifice had become patent, which, however, is not an 
uncommon occurrence as a result of the treatment of the tumour itself, the uretero- 
vesical valve being destroyed with the overlying growth. 

I am indebted to Dr. I. A. B. Cathie for the histological investigation of these 
cases. 


Ovarian Teratoma, invading the Bladder.—R. H. O. B. Roptnson, F.R.C.S. 
A. W., a woman aged 64, was admitted to hospital, giving a history of cystitis 
four years previously. This had cleared up under medical treatment but had recurred 
three years later, and afterwards dysuria and the passage of gravel had persisted. 
The urine contained pus, blood, and Bacillus coli. A skiagram of the urinary 
tract showed what appeared to be a typical vesical calculus, rather high up. 
suggesting a calculus in a diverticulum. 
On cystoscopy, the stone proved to be a phosphatic cap on the ulcerated surface 
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if a pedunculated tumour. The bladder was opened suprapubically and the stalk 
if the tumour was then found to be continuous through the bladder-wall with another 
umour in the peritoneal cavity. The peritoneum was, therefore, opened, and the 
ight ovary, containing the primary tumour, the communicating stalk with the 
urrounding bladder-wall, and the intravesical tumour, were removed in one piece. 
Che bladder was drained and healed up some four weeks later. 

Microscopical examination showed the tumour to be a typical ovarian teratoma, 
the part lying in the bladder being covered with transitional epithelium except where 
‘apped by the stone. 


Total Cystectomy.—ALEx. E. Rocue, F.R.C.S. 

The patient was a healthy-looking man aged 54 who had had slight hematuria one 
month previously, with a little penile discomfort. Four days before he was seen, 
he had had severe hematuria with clots for two days ; he then had had increased 
frequency of micturition, but no difficulty. He had not had any backache, and 
had not lost weight. 

Cystoscopy showed an extensive, lobulated, shaggy, necrotic and infiltrating, 
sessile growth of the trigone, with much cedema, apparently involving both ureteric 
orifices and the internal meatus. The urine was clear and free from pus and organisms. 
The prostate felt normal but, above and external to its right margin, was a small 
pea-sized nodule (? gland, ? phlebolith). The blood-urea was 49 mgm. ; a week later 
it was 25 mgm. The blood-Wassermann reaction was negative. X-ray examination 
showed nothing abnormal, except “ phleboliths ’’, while uroselectan findings appeared 
normal, though there was much obscuring gas. 

31.8.36: Bilateral uretero-colostomy was performed by a modified Coffey II 
technique, with Kidd’s No. 8 knobbed implantation catheters ; subsequently intra- 
venous saline, mandelix, paraffin, &c., were given. The growth could not be felt at 
operation. 5.9.36: The patient had had some pain in both loins ; the right catheter 

which was no longer running wel!—was removed, and two days later the left catheter 
was removed. Next day the patient’s temperature was 104-4, pulse-rate 144, and 
blood-urea 124. On the following day he had a rigor, but the blood-urea fell to 
s6mgm. After this the temperature became normal, and the blood-urea on succeeding 
days was mgm. 80, 65, 56, 43, 44, and 50, respectively. 

23.9.36 : Total cystectomy, together with removal of the prostate and vesicles, 
was performed, the bladder, in which a hard lump was felt, not being opened. Hard 
vlands, the size of that of a filbert, were also removed from the inner aspect of each 
external iliac vein. The glands were separated towards the bladder, but there was no 
hard tissue between the glands and the bladder, and soon the glands lay loose and 
were separately removed. The lumps contained, respectively, one gland, and two 
vlands, which had been replaced by encapsuled solid white growth. Microscopy of 
one gland showed it to be entirely replaced by transitional-cell carcinoma. 

The patient received 14 applications of deep X-ray therapy, beginning on the 
seventeenth day after operation. Urinary control rapidly developed. He com- 
plained of pain in the right buttock, but skiagrams of the pelvis and the lumbar spine 
showed no evidence of secondary deposits. 

29.10.36: The patient left hospital. A month later he was thinner, and had 
more severe pain in the right buttock. Nothing abnormal, except ballooning, could 
be felt per rectum, but there was a mobile subcutaneous cherry-sized nodule to the 
left of the scar—no doubt the superficial expression of deeper recurrence. 1.12.36: 
{wo and a quarter months after the cystectomy the patient died—apparently not 
from uremia. There was no post-mortem examination. 

Comment.—This case presents certain points of interest. The first is—with only 
one month’s history of hematuria—the advanced nature of the growth, surrounding 
ll three bladder orifices, and involving glands on both sides of the pelvis. 
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Secondly, the so-called transient pyelitis, which often follows implantation of the 
ureters into the colon, seems a euphemism for pyelonephritis, as shown in this cas¢ 
by the raised blood-urea. It seems to me that, on removal of the tied-in ureteric 
catheters, the lower ends of the ureters remain rigidly open at first, allowing, when the 
colon contracts, a wave of fecal material to pass up the ureters, the renal infection 
subsiding as the ureters collapse and the valvular action at the site of the implantation 
possibly develops. 

In favour of this belief of an ascending wave of infection up the lumen of the 
ureters is a case of total cystectomy, shown by Mr. Yates Bell, in which preliminary 
nephrostomies, previously yielding clear urine, yielded feeculent material shortly after 
ureteric implantation into the bowel. I feel inclined to adopt in future some method 
(such as Mr. Bernard Ward’s, in which the ureteric tubes are milked down into the 
colon at the end of the implantation) so that the ureters will not be kept rigidly 
open when the catheters are removed. 

A third point concerns what are usually called phleboliths. Skiagrams taken in 
this case before cystectomy showed numbers of so-called phleboliths, many of which 
had vanished in skiagrams taken after cystectomy. The operation specimen shows 
three or four calcified rounded white nodules in the groove between the bladder and 
the prostate. One such, a fibrous shell enclosing a rounded calcified mass, was easily 
dissected out from the cellular tissue in which it lay. Perhaps “ phleboliths ” are 
often really calcified glands ; whatever they may be, they are certainly not always 
stones in veins. 

Diverticulum of Female Urethra.—James Carver, F-.R.C.S. 

The patient was a nullipara aged 25 who was attending the Venereal Department 
of St. Stephen’s Hospital, and who was referred to me by Mr. Hamish Nicoll. On 
vaginal examination a soft swelling was found in the line of the urethra, pressure on 




















Fic. 1.—Diverticulum of female urethra. : 


which gave rise to profuse discharge containing gonococci and pus. On urethroscopy 
the opening of the diverticulum was seen about } in. distal to the vesical orifice. : 
The mouth of the diverticulum was about } in. in diameter. A urethrogram was i 
taken by the aid of uroselectan (fig. 1). The diverticulum was removed through the 
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interior vaginal wall and the opening into the urethra was closed over an indwelling 
catheter. The catheter was removed in five days and the wound healed by first 
ntention. 
The section of the diverticulum shows a well-developed muscular coat, and on this 
iccount Dr. W. G. Barnard thinks that it is of congenital origin (fig. 2). 
Comment.—These diverticula are true when the wall contains all layers of the 
urethra. False diverticula occur from the rupture of a sub-urethral abscess or from 














Fic. 2.—Section of the diverticulum. 


the dilatation of the sub-urethral gland and bursting of the muscular coat. They 
are said to be more common in women who have borne a child. Fromme reports 
one which connected with Giartner’s duct, and some containing calculi have been 
reported. Their importance in perpetuating a venereal discharge is obvious. 

Two methods of treatment have been suggested: (1) Dilatation of the orifice. 
(2) Removal through the anterior vaginal wall. Advocates of the first method 
declare that fistula commonly follows the second procedure. 


Sarcoma of Bladder.—James CARVER, F.R.C.S. 

G. R., a woman aged 33, was admitted to St. Mary Abbots Hospital June 20, 1937, 
complaining of hematuria. 

Previous history—One child 5 years old ; pyelitis during gestation. The hema- 
turia had accompanied two recent periods and lasted from four to five days. For 
three weeks there had been pain in the back and hypogastrium, and frequency of 
micturition 1/6. 

Condition on examination.—Urine : Sp. gr. 1005; R.B.C. ++ ; pus +. 
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Blood-count : R.B.C. 4,200,000 ; Hb. 70% ; H.P. 75% ; C.1. 0-89. W.B.C. 8,000 
(polys. 67%; eosinos. 1%; lymphos. 32%) group 4. Intravenous pyelogram : 
Normal renal tract. Vaginal examination : A tumour mass could be felt bimanually 
in the region of the bladder. Cystoscopy: It was very difficult to get a clear 
medium, owing to the severe degree of bleeding, but a large mass was visible in 
the retrotrigonal space. 

Operation.—The peritoneum was deliberately opened. The liver was found +c be 
free from secondary growths, but between the uterus and the bladder was a large 
mass of red jelly-like matter firmly adherent to the peritoneal surface of the bladder. 
Owing to the appearance of this mass, and to the fact that the hemorrhage coincided 











Sarcoma of bladder. 


with the menses, an endometrioma was suspected. The peritoneum was incised all 
round the tumour mass and the peritoneal cavity was closed. The bladder was then 
opened and partial cystectomy was performed. The tumour was pear-shaped and 
projected into the bladder cavity. It measured 8 by 5cm. The apex of the growth 
had broken down. Microscopical examination of a section showed the tumour to be a 
leiomyosarcoma (see fig.). The patient was seen quite recently and is apparently 
in good health. 

Comment.—Sarcoma of the bladder is a very rare tumour. Cabot, in 522 cases ot 
bladder tumour, found that only three were sarcomatous. Scholl, of the Mayo Clinic, 
reports 262 cases of bladder tumour in which only one was found to be non-epithelial 
and that was a fibromyoma. 
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Section of Radiology 
President—R. E. ROBERTS, M.D. 


[April 8, 1938] 


DISCUSSION ON THE PLANNING AND ORGANIZATION 
OF A RADIOLOGICAL DEPARTMENT IN A 
GENERAL HOSPITAL 


Dr. R. S. Paterson: The problem of planning an X-ray department presents 
itself in two forms—the commoner one of re-conditioning and enlarging an existing 
department, and the less frequent one of planning a department de novo in an 
entirely new building, with no reasonable restrictions of space or accommodation. 
The problems of altering an existing department depend on so many and variable 
factors that I am going to assume to-night that we are starting with a clean 
sheet. There will, of course, be some restrictions, and probably the architect will 
only have allowed a certain space for the X-ray department (usually about half of 
what is required) but will allow one to subdivide that allotted space as may seem 
most desirable. 

In dealing with a new building the first problem that arises is that of the 
location of the X-ray department in relation to the rest of the hospital, and the 
second is what degree of decentralization—if any—shall be permitted. 

If you analyse the statistics of a large hospital you will find that the number of 
in-patients remains almost constant, and that the annual increase comes from the 
casualty and out-patient departments. At the Manchester Royal Infirmary during 
the ten years from 1926 to 1936 the number of in-patients only rose from 4,409 to 
6,947, but in the same period that of the out-patients incressed from 6,449 to 19,591, 
i.e. an increase of 2,000 in-patients against one of 13,000 out-patients. In other 
words, the department is handling six times more patients from the out-patient 
department than from the wards. It might therefore be argued that the X-ray 
department should be situated near the casualty and out-patient departments, but it 
must be remembered that most of the out-patients are ambulatory, whereas in-patients 
have to be transported in beds, trolleys, or wheeled chairs and, as a rule, are more 
seriously ill than the out-patients. It must also be remembered that a high proportion 
of the out-patients come from the orthopedic and massage department. 

The X-ray department should therefore be situated in as central a position in 
relation to the rest of the hospital as possible—equidistant from the wards, the 
orthopedic department, and the out-patient department. It should be on the 
ground floor, its corridors should be wide, level, and devoid of steps, and of course it 
should be as light and well ventilated as possible. 
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Had I been consulted ten years ago on the subject of decentralization I should 
have been unhesitating in my views. I should have said that decentralization was 
uneconomic, that it led to duplication of control, and to duplication of apparatus and 
staff, and was bound to lead to friction and indifferent quality of work. During 
the past ten years, however, the demands cn the X-ray department have changed, 
and radical alterations of and additions to the type of examinations have taken place. 
Every year more specialized work is being done, and the general tendency to divide 
the hospital into multiple specialized departments is increasing. As an illustration 
of this, in my own hospital during the past ten years there have been set up a depart- 
ment of clinical research, a department of orthopedics, a department of thoracic 
surgery, a department of medical neurology, a department of neuro-surgery, a 
department of plastic surgery, a department of cardiology, a department of dietetics 
—and a department of genito-urinary surgery is on the way. Each of these depart- 
ments is controlled by a member of the honorary staff who has a sufficient knowledge 
of radiology to know what assistance he ought to expect from a first-class X-ray 
department. I shall return to this subject of the altered nature of radiological 
examinations later, but I may say now that though what I have believed about the 
value of centralization I still believe, I would now be much more ready to consider 
some forms of decentralization than I would have been ten years ago. 

I would, I think, welcome subdivision within the department, with the provisicn 
of special rooms and sometimes special assistants who were more interested in, and 
competent at, certain types of work. For instance I should much prefer to have a 
special room set apart in the X-ray department for, say, neurological cases, with its 
own radiographer and special appliances, than to have an X-ray room or apparatus 
attached to the neurological department with some sort of attempt to control or 
service it from the main X-ray department. Our colleagues always hanker after 
this latter arrangement and think it would greatly help them. I am convinced that 
they are wrong. Apart from its being uneconomic (as they have not enough cases to 
keep such an outpost or its dark-room and staff fully occupied) they would not get 
such efficient service or the quality of results as they would in a large central X-ray 
department which catered for their special requirements. 

On the other hand there is no doubt that it is very difficult to serve their particular 
need in a department already fully loaded with routine work. Many modern X-ray 
investigations require considerable time and some require operating-theatre 
conditions, with the patient under a general anzesthetic—thorotrast injections of the 
cerebral vessels, the insertion of Smith-Petersen pins, the removal of some foreign 
bodies, and certain bronchoscopic and urological examiuations—to mention only a 
few. The present system of bringing the patients under anesthesia from the theatre 
to the X-ray department is admittedly unsatisfactory from every point of view, and I 
believe that the logical solution is for the X-ray department to have its own small 
theatre with sterilizing and anesthetic rooms. This theatre, which need not be 
costly or elaborate, would be used by any consultant requiring it, and he would bring 
his own staff. The necessary radiological investigation would be carried out by the 
staff of the department with efficient apparatus and at much greater speed than by any 
other arrangement. 

I believe that such a theatre in the department would entirely justify its existence 
and would actually cost less than fitting up small X-ray sets in various departments or 
theatres all over the hospital—with their attendant disadvantages. I feel sure that 
the orthopedic, genito-urinary, thoracic, and neuro-surgical departments particularly, 
would welcome and use such a radiological theatre. 

I have not yet mentioned the main subdivision which must exist in the X-ray 
department—I refer to the increasing dissociation of radiodiagnosis and radiotherapy. 
Here I am on very controversial ground and this is not, perhaps, the occasion to discuss 
the problem except in so far as it affects the planning of our X-ray department. 
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I think there are three schools of thought :— 

(1) Those who would see a complete separation of radiotherapy and radiodiagnosis 

claiming that the two subjects have nothing in common, and allying radiotherapy 

vith surgery rather than with radiology. 

2) Those who are interested solely in the cancer problem and the radiological 
reatment of cancer. They would like to take unto themselves all cases of cancer 
ind plough a lone furrow, entirely independent, not only of any X-ray department, 
yut of any other general hospital. 

(3) There are those who think that there will always remain general hospitals at 
which, for various reasons, radiotherapy and radiodiagnosis must be combined in a 
common department. To mention only three reasons : There would in many cases 
be insufficient work to justify the appointment of a pure therapist ; there will always 
be a number of surgeons and physicians who will not be prepared to hand over all 
their malignant cases to an individual hospital, and lastly there is a large field of 
radiotherapy for non-malignant cases. 

Whatever the merits of these three views, I shall assume for the purpose of this 
paper that radiotherapy must be carried out in the department under discussion. 
My own view, while I agree that a considerable degree of separation must come, is 
that there will always be enough in common between the two subdivisions to justify 
their being handled in the same building, though each section should enjoy a consider- 
able degree of autonomy and each section should be under the control of a therapist 
and a diagnostician respectively. It seems to me that, from the hospital-planning 
point of view, this is a more economic arrangement. These two divisions of the 
department could work in harmony and give each other considerable assistance 
without multiplication of staff or apparatus. Therapists will require progress 
radiograms and reports in addition to diagnostic examinations, and if radium work 
is undertaken they will also require radiograms showing the distribution of the 
needles, &c. The section of clinical photography will be used by both therapists and 
diagnosticians, and the staff of typists and record clerks could be common to both. 
Such a department would also be economical from the point of view of junior staff and 
lay staff who could be, to some extent, interchangeable, as work demanded, in the 
two sections, and who could obtain training in both branches of the work in the 
junior positions. It would, in fact, form an ideal training centre for radiographers 
and junior radiologists 

In my ideal department I should like a large central waiting-hall with accom- 
modation for about 50 patients. It should have proper lavatory accommodation 
and at least 12 dressing cubicles—six for male, and six for female, patients. These 
should be quite small and simple—rather like the accommodation provided at 
swimming baths. 

From this central waiting-room patients would pass to the radiographic rooms. 
Here | would prefer a number of small rooms, each with a radiographer and a simple 
one-or-two valve set. I have been for some years in a much overloaded department 
with no floor space for additional apparatus. I have increased the staff, but this has 
done little te accelerate the work. It is true that two radiographers can help each 
other in the same room, but the same two radiographers with a room and radiographic 
set each would be much more effective. The point I wish to make is that the volume 
of work in a general hospital is so large and so widely different in character that it is 

h ecoming increasingly difficult to handle it with the one or two large rooms and large 
f ‘ts with which most hospital departments are equipped. An analysis of the work 
Fi ‘lone shows that the number of cases really requiring a large four- or six-valve set is 
i latively small, and probably one such set is all that is necessary in an average-sized 
4 
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lepartment. We all know how under the present régime a room is put out of action 
for an hour or more if any special case is sent to the department for investigation, with 
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the result that the routine work is held up for this period and has to be rushed throug! 
at the end of the morning or afternoon. If this special work could be handled in a; 
X-ray theatre, no interference with the routine cases would occur. 


Actual type and make of apparatus must be a matter for individual choic 
Personally, I find much of the modern apparatus unnecessarily complicated. On 
very expensive modern screening-stand which I have recently acquired has so man) 
adjustments, locks, catches, and centring devices that it takes the manufactur 
three-quarters of a minute, in daylight, to put a casette in position, and, working in 
the dark, it takes me about four minutes, plus a crack on the head from the screen 
and a trapped finger, trying to loosen a cleverly concealed wing nut. 


Whatever may be the number of rooms and plant and staff, all the extra work 
comes back on to the dark-room, this and the office forming the “ keyrooms ”’ in the 
department. Here again, I should prefer three small separate dark-rooms to one 
large one. I suggest that all these rooms should be inter-communicating and centre 
round a wet viewing-room and a drying-room. The washing-tanks should be of the 
variety that can be pushed through the wall into the wet viewing-room, and the dark- 
room doors should be fitted with large inside bolts. No one should be allowed to go 
into the dark-room ; it is right and natural for the radiographer to wish to see his 
films, but continually going in and out of the dark-room in no way accelerates the 
process of development. I would like to prohibit entrance to the dark-room during 
working hours but all films could be seen by pushing the washing-tank through into 
the wet viewing-room. From here they would be transferred to the drying-room. 
I have used the word drying-“‘ room ”’ deliberately, because I think it is at present 
the only solution to the curling-film problem, other than the use of hangers with 
four corner clips. I think it would be a less costly matter to fit a small room with 
racks and maintain its temperature at about 90° F., with a current of dry air than to 
buy the expensive drying cabinets on the market whose capacity is so greatly limited 
owing to the curling of films in drying. In view of the extraordinary elaboration 
undertaken by the radiological manufacturers it is curious that the photographic 
industry has been so long in providing satisfactory tanks as regards temperature 
control. It is true that tanks with thermostatically-controlled heaters, have been 
available for some time, but they do not help in the summer when the temperature 
of the dark-room may rise to above 70° F. I believe that tanks fitted with heaters 
and refrigerator units both thermostatically controlled will be available soon. | 
have very little confidence in my present method of floating lumps of ice in the 
outer tank in the summer. 


In my own department, and, I think, in many others, there is a growing demand 
for clinical photography. This work naturally falls to the X-ray department with its 
existing photographic facilities, but it has now attained considerable proportions, 
especially since the inception of the department of plastic surgery, which demands 
a large number of serial photographs during the often protracted treatment 
of cases. As improvements in colour-photography occur there will inevitably be a 
demand for this, particularly from the dermatologists, and this section of the work 
must be catered for in the planning of the dark-room. At the Manchester Royal 
Infirmary we have had to equip a photographic studio and dark-room specially, in 
which a photographer is occupied for some hours daily and which handles about 
815 photographs a year. I think that this is a better plan than trying to handle it in 
the radiographic dark-room. 

The X-ray department is, of course, becoming more and more costly, and more of « 
burden to the finances of the hospital. It seems also, as time goes on, that abuse o! 
the X-ray department, in common with that of the hospital in general, will increase. 
I think hospitals would be well advised to consider the appointing of an almoner- 
whole time—to the X-ray department, who would interview every patient who enters 
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he department. Many patients at present obtain absolutely free radiological 
services when they could well afford something towards the cost. Of all the patients 
| see daily there must be few who could not afford 2s.; many could afford sums up 
o 10s. or 15s. In my own department, if we had a full-time almoner and she 
ollected an average of 2s. per patient we should have an annual income of £3,000. 
[ think this money should be kept in a special account for the X-ray department, to 
provide a fund for maintenance and, more particularly, for the purchase of new 
ipparatus. The almoner’s other and equally important duty would be to exclude 
from the department patients who are above the scale and who at present by various 
und devious routes obtain free entry to the department. Her time would be fully 
occupied and her salary fully justified. She could, in addition to excluding unsuitable 
patients, do much to mitigate the abuse of the hospital X-ray department by litigants 
claiming compensation in the courts. No doubt some would get through the meshes, 
but I feel that such an almoner would greatly reduce the—at present too large— 
number of patients who should not be there at all. 


The other method of checking this large annual expenditure is to reduce to a 
minimum the wastage and the taking of unnecessary examinations. This question of 
unnecessary examination is an extremely difficult one, but I have no doubt that a 
large number are carried out in each year. They are due to two main causes.: 
(1) The increasing tendency to use the X-ray department as a sorting station previous 
to the use of clinical methods, and (2) the over-enthusiasm of junior residents who 
will have everything that they see examined by X-rays, just in case their “‘ honorary ” 
should ask for a radiogram on his next visit, and who frequently order the first thing 
that comes into their head. Every radiologist is familiar with the patient who comes 
to the department with a condition first diagnosed as a renal stone, who then has a 
uroselectan examination, then a Graham’s test, then an opaque meal followed by an 
opaque enema, and then when the results of all these are found to be negative is 
examined clinically and transferred to a gynecologist. Some success in checking 
unnecessary examinations has been achieved by insisting that requisition forms are 
only signed by a member of the honorary staff or by a senior assistant, but this 
by no means solves the problem. 

The therapeutic section will be equipped with apparatus for deep therapy and 
superficial therapy, and possibly also with a Chaoul apparatus. The number of 
machines will, of course, depend on the number of patients and the technique of the 
therapist. I should like to make two points concerning the planning of this 
section. The first is the absolute necessity for beds to be specifically allotted to the 
department. In the past it has been only in very rare cases that the X-ray depart- 
ment has had beds attached to it, but with modern methods of protracted therapy the 
provision of beds becomes of vital importance. I see no necessity for these to be 
under the direct control of the honorary radiotherapist ; it is quite possible for the 
cases to remain under the nominal control of, say, the senior surgeon and his assistant 
staff, who will undertake their general symptomatic care and treatment. As regards 
their radiological treatment that of course would be entirely under the control of the 
radiotherapist, who would also have the power of admitting suitable cases to these 
beds or transferring cases to these beds from the general wards. This position has 
recently been established at the Manchester Royal Infirmary, where a small ward of 
16 beds has been divided between the honorary radiologists and the honorary radium 
herapist. This number of beds is of course too few, but they are invaluable until 
uch time as others materialize. 

I will now pass to the somewhat difficult question of staffing the X-ray depart- 
nent which I have visualized, that is to say, a department consisting of two main 
ections of therapy and diagnosis, with various subsections. 

I see little disadvantage in a dual control, with the amount of autonomy which I 
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visualize between the two sections of the department, and I would vest it in an 
honorary radiotherapist and an honorary radiodiagnostician, but if such dual contro! 
is undesirable I would appoint a director with an assistant honorary radiotherapist 
and an assistant honorary diagnostician ; each of these should have one or more full- 
time paid assistants according to the volume of work, I think a fair estimate is one 
assistant per 10,000 cases annually. 

As regards lay staff, there will be four main groups: Sister and nurses, radio 
graphers, photographers, and office staff. 

I believe it makes for smooth working with the rest of the hospital, if the lay staf 
is in charge of a fully trained Sister who, for preference, should have radiological 
qualifications in addition to State registration—although this is not essential in the 
larger departments, where most of her work will be administrative. It would be a 
great advantage if she could be assisted by a staff nurse with similar qualifications. 

As regards radiographers, the number of these required would, of course, depend 
on the size of the department, and I think it would be found that a radiographer per 
every 5—6,000 cases per annum was a reasonable figure to work to. The question of 
the sex of the radiographers is of course one on which no rule can be made. It would 
depend on many factors ; most large hospitals employ a mixed staff. 

The number of radiographers could probably be reduced from the above figures 
if the department had established a training centre. The present policy of the 
Society of Radiographers is no doubt designed to raise the standard of members, 
but if carried too far it may easily create an artificial shortage. Personally I have 
always been loyal to the Society and all our radiographers have their M.S.R. and are 
paid the M.S.R. scale of salaries, but I think hospitals will tend to train their own 
staffs and provide permanent employment for them if the present shortage of 
radiographers is maintained. From the point of view of radiography in general 
this would be a retrograde step, and the solution seems to me to be for the larger 
departments to have full-time training schools for pupil radiographers. One of the 
difficulties is to find teachers for such a course. The radiologist on whom the work 
would normally devolve really has not time to do it properly, however willing he 
may be. 

I think it would be a good move if the Society of Radiographers issued a higher 
certificate, on the lines of that issued by the Chartered Society of Massage, &c., 
in its teaching certificate. The senior radiographer in the larger departments who 
undertook radiographic training would hold such a certificate and would undertake 
the organized teaching of the pupil-radiographers, with assistance from the radiologists 
in the department. As in the massage departments, the hospital would gain from the 
assistance given by the pupils in their course of instruction, and the pupils would 
gain from the much-improved standard of teaching and experience which they wouid 
receive. 

I have left myself no time to do more than mention those two important 
responsibilities—teaching and research. 

I think that a three-months’ clinical clerkship in the X-ray department would be 
of assistance to senior students or, failing this, they should attend a prescribed 
number of “ ward classes” in the department. However desirable this may be, it 
cannot be carried out unless the senior radiologists are given such assistance as wil! 
relieve them of work sufficiently to provide the necessary time. Hence my plea for 
what may be considered a rather luxurious staff and equipment. 

The best research work will always come from the man who has ideas and is 
given facilities to follow them up, and not from the man who is given a salary and an 
appointment and told to “ research” in inverted commas. The department which 
I have tried to visualize would provide every facility for the man who wishes to 
undertake research on the besi lines. 
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As regards the staff of the dark-room, I think they should be trained photo- 
raphers rather than radiographers, though every radiographer should of course be 
ipable of doing the simpler dark-room processes required to produce a good radiogram, 
s he or she may some day be in a small department where a separate dark-room staff 
s not justifiable. As regards their numbers I would allow a dark-room worker for 
‘very 10,000 to 12,000 films per annum that the department handles. If there is 
nuch clinical photography to be undertaken then this allowance may have to be 
xceeded. 

Finally there is the clerical and secretarial staff. Their duties will, of course, 
onsist of marking, checking, and filing the films, in typing and filing the reports 
nd general secretarial work. They have to keep in liaison with the rest of the depart- 
nent, and their numbers will depend on the degree of elaboration that exists in the 

filing and recording system that is adopted. I think the minimum is one shorthand- 
typist per 10,000 reports, and this number must be exceeded if there is any really 
adequate system of records and following-up of cases. 


Perhaps you will think that I have over-elaborated my department or been too 
idealistic, but I would remind you that the X-ray department is probably the largest 
incillary service that a hospital is called on to supply. At my own hospital, out of a 
total of 69,762 patients, 30,000 were referred to the X-ray department for either 
diagnosis or treatment, and of 12,657 in-patients 9,000—approximately three- 
quarters of all the in-patients in the hospital—were seen in the X-ray department. 
The cost is in the neighbourhood of £10,000 per annum, and the demand for 
increasingly specialized radiological services grows with each year. 

Is not, therefore, money well spent that is spent on rendering services, for which 
there is so much demand, as efficient and economical as possible ? 


Dr. J. Struthers Fulton: Radiotherapy is assuming a role of increasing 
importance in modern medicine. Heretofore, the space allocated for this work has 
been small, but hospital authorities now realize that if this service is to function 
efficiently and with complete safety to all concerned, adequate accommodation and 
staff must be prov ided 

It is unfortunate that during the process of evolution radium therapy has, to some 
extent, become divorced from X-ray therapy. This is the inevitable result of 
specialization and has, in itself, probably resulted in a more rapid advancement of our 
knowledge of the use of radium. We have come to realize, however, that in the field 
of radiotherapeutics neither radium nor X-rays are in themselves complete and that 
f, in the process of specialization, radiology must divide, the division should occur 
between diagnosis and treatment, and the radiotherapist must have at his command 
ul the resources both of radium and X-rays. 

An analysis of figures indicates that in a hospital of 600 beds approximately 20 
beds are in constant use for cases undergoing radiotherapeutic treatment. There is 
ittle doubt that, both from the point of view of general administration and economic 
nd technical efficiency, these patients should be accommodated together in a unit 
djoining the radiotherapeutic department and directly under the control of the 

idiotherapist. 

In elaborating a plan for the establishment of a radiotherapeutic service it is 
nanifestly impossible to outline in detail a scheme which would be generally applicable 
» all hospitals. As a basis for discussion, however, I have drawn up a scheme which 
light be adaptable either to a new building or an existing hospital. It is assumed 
hat there would be available, for the radiotherapeutic department, a floor space of 
ne hospital ward 30 ft. wide and 200 ft. long. Such a space might be made available 
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iy the adaptation of an existing ward or the scheme might form part of a general 
rogramme of extension. 


In the general arrangement the primary consideration which determines the lay-out 
: the necessity for the provision of adequate protection for the staff. Therefore full 
dvantage must be taken of distance and powerful sources of radiation sited, as far as 
iossible, towards the ends of the department. 


It must be appreciated that a large proportion of the work in a radiotherapeutic 
linic is embodied in the routine follow-up of cases, and any arrangements which will 
facilitate and accelerate this are worthy of careful consideration. 

The problems of the arrangement of the department and of the accommodation 
equired, may be considered from four points of view. Accommodation must be 
provided firstly, for the plant, secondly, for the staff, thirdly, for consulting- and 
waiting-rooms, and lastly for records and reception. 

It is suggested that provision should be made for one radium beam unit, one high- 
voltage plant operating at 400 kv. or more, two plants operating at 200 kv. each 
operating two tubes in parallel, and one low-voltage plant for short-distance therapy, 
with special applicators to enable this to be used at greater distances for dermat- 
ological work, embracing large areas. In addition, suitable accommodation must be 
provided for a radium safe for the storage of one gramme of radium—in the form of 
needles and tubes, of sizes and types suitable for implantation in the mouth and the 
breast—for the construction of mouth and superficial moulds, and for the treatment 
of uterine carcinoma. One adequately protected and equipped room should be 
established in the vicinity of the radium safe, for the manipulation of radium. 
In no circumstances should radium be taken into any room in the department 
other than this ; it should not be taken into the mould room, and moulds should be 
loaded, unloaded, and applied to the patient in this radium preparation room only. 


All the abovc, including the radium preparation room, are potential sources of 
radiation. They are, however, the only sources of radiation, and as such their position 
will be determined with a view to combining the optimum degree of protection and 
working efficiency. 

In the suggested plan (p. 52) it will be noticed that the radium beam is 
accommodated at the extreme end of the unit, facing two outside walls. 
Sufficient space has been allocated to permit a 5-gramme unit being operated 
through an are of 120 degrees, without necessitating the use of any protection 
on the inner walls. The high-voltage plant is situated in the adjoining room where 
the problem of protection could, in a large measure, be minimized by the 
employment of the totally enclosed tank type of unit, so placed that the beam is 
directed primarily towards the outer wall. The possible value associated with 
the use of low-dosage rates has not yet been fully assessed, and for this reason it 
is suggested that two generators, operating at 200 kv.p., be installed, each operating 
two tubes in parallel. The generators would be housed in a common machine 
room and so wired that either generator could be coupled to all four tubes. The 
low-voltage plant could, for convenience of control, be situated in the room 
adjoining that used for the control of the radium beam. The radium safe and 
the radium preparation room, it will be noted, are situated at the extreme end of 
the unit adjoining the hospital. This site is selected in order that radium leaving 
x returning to the department from the wards or operating theatres will not 
be carried through the department. 

In considering the accommodation which must be provided for the staff one must 
irange rooms for the following : Medical officer, assistant medical officers, physicist, 
Sister, female staff, kitchen, maids’ pantry and linen cupboard. The position of the 
ooms for the staff is of minor importance with the exception of that for the assistant 
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medical officers, which should be conveniently placed in relation to the therapy 
rooms. 

As a generalization it is probably true to state that the waiting- and consulting- 
room accommodation in the average hospital is inadequate. Satisfactory waiting 
accommodation should be provided for patients undergoing treatment, together with 
individual cubicles where patients may undress. If, in addition, the hospital under- 
takes the treatment of private patients suitable waiting accommodation must be 
provided for these patients. 

A mould room should be provided, and should be suitably equipped for the 
manufacture of all types of moulds. It is a convenience to have one small section 
of this walled-off for use when plaster of Paris is employed. 

The provision of a separate dosage-calculating room is a great convenience. 
Here phantoms of new patients may be constructed and detailed treatment schemes 
prepared. The room should be equipped with a working bench with opalescent slabs 
illuminated from below. 

Attention has already been drawn to the importance of the follow-up clinic and the 
necessity of providing adequate accommodation for this purpose. A scheme is 
suggested employing two main consulting-rooms, each with a smaller room attached, 
where a recumbent case may be examined. It will be appreciated that this arrange- 
ment effects a considerable saving in time. One dark-room accessible to both is 
available for laryngoscopy. 

The out-patients’ waiting hall is situated at the entrance to the department and 
communicates directly with the reception and record office. 


Personnel._—The personnel which, it is suggested, would be necessary to staff a 
department of this size would consist of a senior medical officer with two assistants, 
all whole time, and one physicist, who would also act as radium registrar. The 
nursing staff would consist of a Sister and four nurses. On the technical side one 
would require one senior and four junior radiographers, together with two laboratory 
assistants for duty in the mould room and radium preparation room. In the record 
oftice the service of three shorthand-typists would be required and the staff would be 
completed by the addition of one porter and two maids. 

The scheme provides for the employment of two assistant medical officers. One 
of these would be responsible for the supervision of treatment by radium beam and 
X-rays, the other would be employed in the follow-up clinic, in the preparation of 
detailed schemes of dosage for new patients, and in the supervision of the preparation 
of radium and other moulds. A periodic exchange of duties would be arranged 
between these two medical officers. The senior medical officer would be available 
for consultation and collaborative work in the wards and theatres of the hospital. 
He would see all new patients and take such part in the routine work of the department 
as circumstances might determine. 


Dr. R. H. Sankey: It is the dream of most radiologists to be given a free hand 
and an unrestricted purse to design an ideal department. Naturally, each of us 
thinks of the conditions under which we work in our own hospitals, and, as likely as 
not, we see that the ideal central site for our department is a beautifully carpeted 
and pictured room that, we believe, is utilized occasionally by the board of manage- 
ment for their deliberations. We also find that the money available for bricks and 
mortar, to say nothing of chromium-plated apparatus, is grossly inadequate for what 
we regard as the essentials. Hence, if this contribution is to be of any value, we 
must forget idealism and think only in terms of practical politics. Since the problem 
of each department is an individual one, we must confine ourselves to general 
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rinciples, and among them the one that comes first is the site of the diagnostic 
lepartment. 

More and more, as the years pass and radiology establishes itself in the forefront, 

e realize that ours is not a laboratory service that can be housed in any out-of-the- 
vay unused corner. Experience has shown very clearly that, although in a sense 
adiology is a laboratory service, its value is proportional to its liaison with the clinical 
services, and it is a first principle in the layout of any department that it must be so 
oused that co-operation may be easy. This implies that the department must be in 
s central a position as possible, not only in order to foster this collaboration and 
ake it easy for colleagues to visit the department for discussion of their cases, but 
ilso to reduce the porterage of patients. 

In early days, proximity to the accident department was considered of much 
mportance, but to-day it is the work that comes from the wards that occupies 
the time of the radiologist and calls for collaboration with his colleagues in an 
increasingly large number of cases. Co-operation is essential, and the least that 
ur clinical colleagues can do is to furnish a tentative diagnosis or clinical notes of 
the case when they find that discussion is not possible. Incidentally, I was interested 
to hear a pathologist say that he now refused to report on specimens unless the 
clinician co-operated in a similar manner. The days of spot diagnosis from radio- 
vraphs and pathological specimens should be a thing of the past. We find that, 
although we are willing to report our findings, our colleagues appreciate that with 
vrowing experience we are less and less prone to be dogmatic and more and more 
inxious to discuss cases before drawing conclusions. The ideal site, therefore, for 
the diagnostic X-ray department is as near the centre of the clinical work as can be 
attained. 

The next point to consider is the character of the work, which will depend not so 
much on the radiologist as on the clinical staff, some of whom may have built up a 
reputation for urological, gastro-intestinal, or some other class of work, that necessarily 
influences the radiologist to some extent in laying out a department to serve the 
needs of his colleagues. His aim should be to provide a service department that will 
not only meet immediate needs but will be able also to cope with the inevitable 
expansion that always follows the provision of improved facilities and raised standards 
of X-ray work. 

What are the requirements of an average hospital of 500 beds and an out-patient 
department of, say, 8-10,000 cases radiographed per year? I have obtained informa- 
tion from 13 provincial hospitals of approximately this size, as to the numbers of 
rooms and X-ray outfits available. From these hospitals I have also obtained the 
tollowing record of the number of cases X-rayed in 1937. It will be seen that the 
number of X-ray plants available to deal with this work varies from one to five, not 
including a portable apparatus. 


YEAR 1937. 


No, of No. of 

Hos beds In-patients Out-patients plants 
Birmingham Genera ad 184 3,694 14,268 1 
bristol General | ial 270 9,956 3 
Bristol Royal ae 110 16,644 3 
Addenbrooks Cambride« : is 800 5,489 2 
Leeds General ; ic 678 7,180 15,185 4 
Liverpool Royal Infirmary ... aed 336 1,371 10,122 3 
Liverpool Royal Sontbert . Rese 232 2,994 4.510 2 
Manchester Koya! Infirmary me 649 8,241 20,736 3 
Newcastle Royal Vict 2 Infirmary eat 710 24,818 3 
Radcliffe Infirmary om 400 9,368 2 
Sheffield Royal ae oon 300 3,578 9,042 : 
Sheffield Royal Infirmary _ eve 176 5,779 12,799 5 
Cardiff Royal Infirmary ; on 190 2,358 6,881 l 


1 radiographic plant to 152-5 beds. 
| radiographic plant to 5,000 cases. 
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It has been laid down, I believe, that one X-ray room is needed for every 100 beds. 
From the figures supplied to me I find that the average is one radiographic plant to 
152-5 beds, and that there is a yearly average of 5,000 cases to each radiographic 
plant. 

Hospitals vary very considerably with regard to the proportion of in-patients to 
out-patients. One hospital has 4-8 times as many out-patients as in-patients. 
Two hospitals have 1-5 and 1-3 times as many out-patients as in-patients. These 
figures may be of some use in helping us to design our department. 

Having settled the number of radiographic rooms that we require—in this case 
four—we have to make up our minds as to the allotment of the work to these 
rooms. If all the radiographic work is to be done in a central department we shall 
require :— 

A casualty room, for fracture cases, which might be divided into two, one-half 
used for minor fractures, and the other half for plaster work. These two rooms could 
be supplied by the same transformer apparatus. A barium-meal and barium- 
enema room, with a tilting radiographic couch in which chests also can be 
radiographed, if there is a hospital for tuberculous patients in the district. A room 
with a sinus stand and, if money is available, a Lysolm apparatus for skull 
work. 

A small urological room with a urological table, which, as at University 
College and Bristol General Hospitals, could be worked with a ward trolley 
apparatus. 

Special investigation room, a fully equipped radiographic room for the use of the 
radiologist when he is in the hospital, but which can be used by a member of the staff 
when he is not likely to require it. It could be used for private patients and should 
have a private waiting- and dressing-room attached. The radiologist would then be 
able to examine a patient at a moment’s notice and not have to wait until a room is 
vacant. He would also have a room in which he could do experimental work and 
spend as much time over it as he wished—if he had any time for such work. 


A dark-room : This should be centrally situated, large, with plenty of dry bench 
space, and two developing outfits, well ventilated, with water radiators or heated 
panels near the ceiling. A drying-room or cupboard should be attached. A drying 
cabinet in the dark-room overheats the room. I am rather in favour of two dark- 
rooms situated one between two radiographic rooms so that a radiographer or radio- 
logist can conveniently develop his own films if necessary. A small dark-room 
attached to the special investigation room would be a great advantage. There 
should be the usual hatchways into the dark-room for putting through the 
casettes. 

There should be a large consulting-room fitted with at least six viewing-boxes, 
a stereoscope, and plenty of table space for writing and examining films, also a table 
with a flat glass top illuminated for examining films. This room should face north, 
as some of us like to examine films sometimes by a north light. An office for the 
clerks, with a film store attached or in the same room. A waiting-room for patients, 
and dressing-rooms in conn xion with the radiographic rooms. Convenient 
lavatories should be connected with the dressing-rooms. Store-rooms and linen 
store. A radiographers’ room, in which the workers may have tea and sit down in 
comfort if they h ~e time to do so. 

To go into some detail with regard to the radiographic rooms—which should 
preferably face south: A good size is 20 ft. by 18 ft., but if the transformer is outside 
the room, either in the basement or in an adjoining room, then the space can be 
reduced. The height of the room should be 10 ft. 6 in. to 11 ft. There should be 
plenty of window space with Vita glass. Heating should be by hot-water radiators 
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ind steam radiators, so that when the hot water is turned off in the spring the steam 
radiators can be used at any time and are very useful in the very cold weather in the 
winter. There should be ventilators in the ceiling, taking out the air by an electric 
an. The floor should be of wood covered with rubber, or battleship linoleum— 
ixed—all apparatus being in a fixed position on the floor. Some, however, prefer 
a wood-block floor not covered. Provision for protection in the walls is quite 
mnecessary, provided that the partition walls are of brick or thick ordinary 
plaster. 10 cm. of brick or cement is equal in density to 1 mm. lead. The walls 
should be of a light colour. 

With regard to apparatus: In putting in new apparatus, all tubes should be 
shock-proof, but this is not always necessary, as in many screening stands and under 
couch tubes. The tendency nowadays is for apparatus to be unnecessarily com- 
plicated and fitted with various gadgets which are not necessary and are seldom 
used. Often for a few pounds or even for a few shillings an apparatus can be 
made which serves the purpose quite as well as elaborate apparatus costing large 
sums of money, as for instance, Dr. Twining’s tomographic attachment. 

Staff: There should be two honorary radiologists—an assistant-radiologist 
who might be a whole-time radiologist, a Sister, four radiographers, two clerks, and 
an assistant in charge of the dark-room. This staff should allow of someone to be on 
call after the department is closed in the evening and on Sundays. All radiographers 
should be qualified (i.e. should have the M.S.R. diploma). The Sister should have had 
a nurse’s training, and it is an advantage if one or more of the radiographers are 
trained nurses. It is a great advantage for the staff to reside in hospital so that they 
can be on call when necessary. 

The best radiographic department cannot be planned or organized by the ideas 
of one person, but by a large number of ideas from various people carefully put 
together, and advice given by a radiographic engineer. 


Dr. N. S. Finzi: I entirely agree with Dr. Paterson’s estimate of the number 
of assistants required according to the number of cases. The proportion is almost 
exactly that which we have at my hospital. We have had an X-ray theatre for the 
past seven or eight years and have found it extremely useful. It is fitted out with 
complete facilities for use as an operating-theatre, in combination with X-ray work, 
and has a small dark-room attached. 

In my hospital I am the one remaining link between the diagnostic and the 
therapeutic departments which are bound to separate when I go, one reason being 
that a number of radiologists now take up therapy only and a number take up 
diagnostic work only. But in designing a new department we shall put the 
therapeutic and diagnostic sections close together. One important reason is that 
we have an engineer and a workshop serving both departments, and this is to 
my mind quite an essential service in a modern X-ray department. 

The design of a department is to a certain extent controlled by the shape as well 
is the size of the site available. As to dark-rooms, I saw a method used in many 
hospitals inthe United States which seems to me a useful one, and that is to have each 
pair of diagnostic rooms serviced by a very small dark-room, in which casettes are 
inloaded and reloaded and the films placed in a light-tight box and’ sent into the 
leveloping-room. Ifthe Chamberlain system of marking the films is used, it is done 
in the small dark-room. In drying the films, none of us appears to use the American 
‘rames with the clips at the corners, so that the films can be dried in the frame ; 
personally I like the modified pattern brought out by Philips, but my dark-room 
workers seem to dislike them. The corners of the films have to be cut off if these 
irames are used. 
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With regard to the power of the diagnostic plant : This is determined entirely by 
whether chest work is required or not ; with modern films and intensifying screens 
quite a low power is sufficient for most other work. 


In designing our new department we are going to have two cubicles to each of 
the barium rooms, so that a patient can always be ready, and there will of course be a 
lavatory attached to the enema room. 


Dr. A. Robinson Thomas: Tilting tables are eminently suitable for small 
departments and for departments in which the volume of work is not unduly large. 
In a general department it is better to have fixed tables, to avoid loss of time in 
requisite adjustment. Tilting tables are, of course, essential for certain examina- 
tions. It is advisable that a special room should be set aside for opaque-enema 
examinations ; it should contain a fixed table with a Potter-Bucky diaphragm 
incorporated and with one tube beneath for screening and one overhead for radio- 
graphy. It is essential that this room should have a w.c. attached. 

I think the staff, so far as possible, should be non-resident, as this arrangement 
is not only better for their health, but also obviates the occasional friction that arises 
between the technical and nursing staff. It is desirable to have a receptionist who 
sees all patients when they enter the department and allocates them to the requisite 
waiting-places and examination-rooms. This receptionist can also look out any old 
films that the patient may have had taken and may further act as almoner. We all 
agree that many persons at present get free X-ray examination, when they are 
not strictly entitled to it. 

Lastly the importance of the assistance of the National Physical Laboratory 
should be realized. An authoritative report from this body will often convince a 
wavering Committee that changes in the X-ray department are necessary when all 
other means have failed. 


Dr. A. E. Barclay said that he wished to point out that the part played by the 
National Physical Laboratory was that of inspection only, and that in this they acted 
on the recommendations of the X-ray and Radium Protection Committee. 


Dr. C. G. Teall: When confronted with the problem of planning a new depart- 
ment, the radiologist has to decide how best to provide facilities for the service of the 
particular hospital. In some hospitals specialist departments require specialized 
apparatus of an elaborate type, but 1 think there is a tendency nowadays to make all 
apparatus too elaborate. It seems to me that having provided for the special services 
it is best to make routine apparatus as simple as possible. In the past, excellent 
radiographic work has been done with perfectly simple apparatus, and I am sure that 
over-elaboration is to be avoided at all costs, for an unnecessarily complicated radio- 
graphic couch or screening stand may become a time-consuming piece of apparatus 
without giving any compensatory advantages. 

In connexion with the provision of apparatus there is a point which may be of 
interest to members of the section. In one of the hospitals to which I am attached, 
we were confronted with the necessity of installing elaborate and expensive plant, 
and we had also to consider how, from time to time, this was to be replaced. While 
it is possible, when a department is being newly equipped, to obtain apparatus such 
as one desires, the problem of renewing it at a later date is not so easy, and I would 
like to pass on the suggestion of a method which we have adopted and which seems 
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to me to solve this difficult problem. The hospital Board have taken out an insurance 
policy for depreciation of apparatus, whereby the cost of new apparatus automatically 
becomes available after a given period of years. The result is that in this hospital 
we are always able to keep our department thoroughly up to date. 

With reference to the dark-room: I am convinced that a good deal of ill-health 
in an X-ray department is due to an inadequately ventilated dark-room, and would 
therefore plead for the insistence on a thoroughly good system of ventilation in the 
planning of a dark-room in a new department. In the past many of us have had to 
work in departments where the dark-room had to be fitted-in as best it could be, in an 
dd corner, but this is no reason for perpetuating the system in a new department. 
One other point in connexion with the dark-room, is with regard to the method of 
handling the films. As Dr. Finzi has indicated, there seems to be a prejudice in this 
country against the American type of filmholder, which grips the film at each of the 
four corners, but I am sure that once this prejudice is overcome this type of filmholder 
will be found to have so many advantages that no one would wish to return to the 
tvpe of holder now in common use. In an existing department there may be a large 
number of the old type of holders, and the cost of changing over prevents the adoption 
of the newer type, but the building of a new department offers an excellent opportunity 
for changing over to the new system. When the film has once been placed in the 
holder it can remain there until it is dry, and should it become necessary to 
examine the wet films, this becomes a much more simple proceeding. The actual 
drying process also can be very much speeded up, for with this type of holder one 
can use the very efficient type of small drying cabinet and handle a large number 
of films in a very short time. 


Dr. R. M. Beath: May I ask Dr. Paterson whether his suggested multiple small 
dark-rooms would not increase the difficulty of securing efficient ventilation, as 
compared with a large dark-room, with multiple developing tanks / 

With regard to suitable flooring : 1 have found, from ten years’ experience, that 
cork-parquet (laid in sections like wood-parquet) is most efficient and safe and, 
though initially expensive, is very durable. Noise is largely eliminated. It is easily 
kept clean and can be polished to any degree desired. 

The question of hospital abuse is present in all radiological departments, and I 
agree that a fully-trained and competent almoner is a prime essential. 


Dr. Rohan Williams, with regard to the problem of the wholly unnecessary 
examinations sometimes requested, said that in a certain small general hospital 
where it became essential to keep the number of examination requests to a minimum, 
owing to lack of accommodation, an absolute rule had been made that the honorary 
staff only were allowed to order radiological investigations. This rule, supported 
by every member of the staff, in good faith, had resulted in a 10% reduction of the 
work done, in comparison with that in the previous year, although the out-patient and 
in-patient numbers had increased by 20% in the second year. 


Dr. R. Connell: The dressing-cubicles in the barium-meal room should be 
entirely inside the screening room, i.e. not opening on to the corridor outside. 
Patie nts can then leave only through the X-ray room and cannot go without the 
Sister’s knowledge. This removes the risk of their being missing through mis- 
understanding, if required for a repeat examination. 
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The screening-room should have a light-trap to enable members of the medical 
staff, and other interrupters, to enter while work is in progress, without letting light 
into the room. 


With regard to the increasing complexity of the apparatus, such as screening- 
stands and couches : There are so many things hung on to the modern screening-stand 
that it is one large compromise, and does almost nothing really well. In a busy 
department I would advise a simple screening-stand—not a two-metre stand—for 
routine work. Similarly, for the couch, I would advise a flat Potter-Bucky table 
instead of the curved type. If two-metre work is required it is a simple matter to 
place an ordinary wooden stand capable of supporting a casette at varying heights 
at the required distance from the X-ray tube. Special apparatus for special 
examinations can always be mounted in a room apart, or elsewhere in the main room. 


Dr. Paterson, in reply to Dr. Beath: The advantage of separate dark- 
rooms—inter-communicating—is, I think, that different classes of work, e.g. 
developing and lantern-slide making, can be carried on simultaneously, so that the 
whole of the dark-room accommodation is not out of action if some special work is 
necessary. 
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March 11, 1938] 


Epithelioma of Limbus, treated by Radon.—-A. D. GrirrirH, F.R.C.S. 

R. C., male, aged 77. Two years ago the left eve became red, and there was 

small lump on it, the size of a sago-grain. 

October 27, 1937: A firm white mas;, 12 mm. by 8 mm., about the nasal side 
of the limbus, involved the cornea and adjacent conjunctiva. The patient was 
referred to me for radium treatment. 

At the meeting in June 1937 Mr. E. F. King read a paper on limbal growths,! 
ud there was discussion on the danger of producing irradiation cataract. I then 
suggested that the risk might be further reduced by using much more intense 
irradiation for a much shorter time. That is the principle on which I have treated 
this patient. The Radium Department of Westminster Hospital prepared three 
2 em. radon seeds each containing 15 millicuries. The filtration was 0-5 mm. 
platinum. The three seeds, containing in all 45 mc. of radon, were applied to the 
srowth. One was tunnelled into the tumour in its greatest measurement, and the 
other two were laid on either side of this, on the surface of the growth, and fixed 
by stitches to the conjunctiva. 

Report on biopsy (Dr. R. J. V. Pulvertaft): ‘* Squamous-celled carcinoma.” 

The seeds were removed after three hours. There was scarcely any local reaction. 
After three days the middle part of the tumour had disappeared, and the limbus and 
the adjacent cornea and sclera were smooth, grey, and slightly depressed. The 
early disappearance of this part of the tumour may have been due to its having 
received the most intense irradiation, but I think it more probable that it was due 
to the fact that this was the oldest part of the tumour, and its cells had less vitality 
than thet of the younger parts. From this region coagulation necrosis gradually 
spread through the tumour, which became progressively grey, opaque and flatter, 
and then disappeared. The most peripheral part, a rim about 1 mm. wide, was slower 
than the rest in undergoing this change, but eight weeks after the application of radon 
the tumour had completely disappeared. On another occasion | should be inclined 
to give a slightly longer exposure. 

In this case, as in all my cases treated by radium, I had the advice of Mr. Stanford 
Cade. 

Dr. H. T. Flint calculates the energy of the gamma rays received by the tumour as 
being approximately 1,800 roentgen units, which is considerably more than it would 
have received from the 4-grm. radium bomb. 

This case does not yet show whether this method is less likely than another to 
damage the lens, but it does show that we can cure these tumours with very short 
exposures. 


Familial Ptosis—JezAN M. DouuarR, M.S., F.R.C.S. 

H. W., aged 61, seen at hospital in April 1937. He complained of increasing 
lrooping of the lids, which had been getting worse for six years or more. He com- 
pensated for this by tilting his head backwards as far as possible. His brother, his 
sister, his mother, and her mother, have all suffered from a similar condition, the onset 
in each case being at about the age of 50. 

1 Proc. Roy. Soc. Med., 1937, 30, 1273 (Sect. Ophth., 51), 
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On examination.—Vision, with correction, = R.V. &; L.V. £. Pupil reactions 
normal. Knee-jerks -- and equal. No other muscles affected. Condition does not 
fluctuate. Prostigmin injections and a course of stabilarsan produced no improve- 
ment. The condition was treated by operation, fascial grafts being used, according 
to the technique worked out by Payr of Vienna (1908) and since modified by Savin. 

The interest of the case is in the fact that the ptosis is not associated with any 
other disability, that the onset was delayed until the patient was over 50, and that in 
every member of the family who was affected, the condition occurred at about the 
50th year. Dutil (1892) and Delord (1903) recorded similar instances of familial 
ptosis, unassociated with other lesions and first appearing in adult life. It is interesting 
that in one of Dutil’s families the onset, in every member affected, was in the 50th 
year. 


Two CASES SHOWN BY R. H. RusHton, M.R.C.S., L.R.C.P. (by permission of 
L. H. Savin, M.D., M.R.C.P., F.R.C.S.). 

(1) Hyaline Membrane in Anterior Chamber. 

I. H., female, aged 52. 

6.9.37 : Monocular cataract, right eye ; corneal nebula and hyaline membrane 
in anterior chamber. 

Vision of right eye : Shadows ; perception of light defective in nasal field. 

Vision of left eye : ¢. 

30.10.37 : Right combined cataract extraction. 


(2) Membrane on Posterior Surface of Cornea. 

S. M., male, aged 21. 

5.2.38 : Attended hospital on account of mild serous iritis of the right eye. Slit- 
lamp examination revealed refractile strands in the anterior chamber, attached above 
and below to the posterior surface of the cornea near the angle of the chamber. The 
strands run in a direction parallel to the cylinder axis. 

Vision: R.E. ,f; ; L.E. 3. 

19.2.38: Vision of right eye ;°; ¢ — 6-00 sph. 

+ 6°50 cyl. 5 

Both these cases show a somewhat similar condition. In both there is a series 
of strands in the anterior chamber attached to the cornea only around the periphery, 
and having no connexion with the iris. The question is whether these strands are 
congenital in origin or are the result of some inflammatory action. The patient in 
the first case (I. H.) has had cataract, which has been removed. In the second case 
(S. M.) there has been mild serous iritis. The strands in both are very refractile, 
uniform in width, and stretched tightly across the anterior chamber. In the first 
case they are branching and resemble a spider’s web, and in the second they are a 
series of parallel strands. 

I should welcome any opinion as to whether these are congenital, traumatic, or 
inflammatory. If congenital I presume the diagnosis in each case would be 
persistent hyaloid membrane of the anterior chamber. A slit-lamp drawing of the 
second case shows one strand penetrating into the substance of the cornea, the 
others being attached only to the periphery. 


Discussion —Mr. HARRISON BUTLER said that the glassy structures in the second case 
might be due to rupture of Descemet’s membrane during birth. As they were attached to 
the cornea and not to the iris it was improbable that they were congenital. 


Mr. C. B. GOULDEN said that at a previous meeting of the Section about eleven years 
ago he had shown a good example of this condition (Proceedings, 1927, 20, 1794, Sect. 
Ophth., 66). He had seen a number of such cases. With regard to Mr. Rushton’s first case, 
a suggestion offered was that such a condition always occurred after a prolonged attack of 
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cerato-iritis of the congenital syphilitic type. There was thought to be some inflammatory 
material on the posterior surface of the cornea which subsequently became organized and 
ontracted and during that process separated to a large extent from the cornea, but remained 
ttached to its periphery, and so was spread across the posterior surface rather like a cobweb. 
There was a double reflex from most of these strands. A description of these cases, with a 
picture, would be found in Vogt’s atlas. 


Mr. BASIL GRAVES said that the second case seemed to him one of parallel, rather than of 
idiating, lines such as might follow the organization of inflammatory folds of Descemet’s 
membrane. The first case looked like one of those in which a membrane was attached to 
the cornea only by peripheral processes, so that in section it would appear like the string of 
. bow. He had watched the development of one such case, which, in a later stage, might 
1ave been diagnosed as one of severe neuroparalytic keratitis. The cornea had begun to 
show a refractile boundary line spreading by a series of fluted curves. Gradually there had 
come about what looked like a thickening of the endothelium, and then a stage had been 
reached—corresponding with the subsidence of the antero-posterior backward swelling of the 
sornea—-at which the membrane had apparently begun to shrink in such a way that it had 
become detached from the back of the cornea except at numerous peripherally attached 
processes. There had been no appearance to suggest a deposit. 





Mr. R. H. RUSHTON (in reply) said that the discussion had been very helpful. He was 
convinced that in the first case the condition was probably inflammatory. The network of 
strands in that case was evidently very tense, judging by the complete lack of tremor, and its 
multiple points of insertion around the cornea also reminded one of the case just described 
by Mr. Graves. The strands were also remarkably uniform in width, which again bore out the 
stretching theory. There was, however, no central plaque in the case shown to-day. With 
regard to the second case, he still thought that the condition was congenital, because there 
was no previous history of any inflammation or other disturbance before the membrane was 
discovered. In this case also the strands were under tension, and were the probable cause 
of the high astigmatism. 


Neuromyelitis Optica.—E. M. KENNEDY, M.B. (by permission of J. M. 
DoLLAR, F.R.C.S.). 

K. D., male, aged 30. Seen on April 26, 1937. 

History —Ten months previously vision of right eye ha rapidly failed ; both legs 
became weak, left more than right: right arm also became weak. Constipation and 
difficult micturition were marked. Seven months later patient went to hospital and 
had injection treatment for six weeks ; symptoms have been subsiding since, legs 
vetting stronger and less stiff ; vision improving. 

26.4.37: Vision: Right 3 ; left ;. Marked atrophy of optic disc in both eyes. 
Left eye amblyopic, with divergent squint due to trauma when patient was 3 years 
old. 

Present condition.—Considerable general improvement. Treated with injections 
of solganol. Right vision 


Unilateral Neuroretinitis.—E. M. KENNEDY, M.B. (by permission of 
ARNOLD SorsBy, F.R.C.S.Ed.). 

V.H., female, aged 9 years. 

4.11.37: Six weeks’ history of blurred vision of right eye. Two attacks of 
vomiting on rising in the morning. 

Vision: Right ;%,: left ¢. Right pupil : Direct light reaction absent, consensual 
present. Left pupil: Direct light reaction present, consensual absent. Right 
fundus : Slight blurring of optic disc ; fundus studded with discrete white exudates. 
Left fundus normal. 


2.12.37: Vision: Right = perception of light, except in nasal field. 
All investigations were negative. Urine normal. Blood-count normal. 


Mantoux reaction negative. Blood Wassermann and Kahn reactions negative. 
No neurological signs present. Skiagram of skull and chest normal. 
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The first case represents the subacute form of neuromyelitis rather than the 
acute. The cerebrospinal fluid was examined seven months after the onset and was 
completely normal. At the time of onset the patient did not see a doctor. 

The other case I had not seen for a month until to-day, and during the interval 
the disc has changed considerably, becoming very much more blurred. The large 
patch of pigment at the edge of the disc was not present at the previous examination. 


Chronic Bilateral Dacryocystitis.—B. W. RKycrort, F.R.CS. 

Mrs. B. W., aged 40, suffered from severe epiphora of the left eve of three years’ 
duration. She had been treated by the usual methods of probing and syringing but 
without improvement. 

25.2.38: Left external dacryocystorhinostomy was carried out. A _ lipiodol 
skiagram showed complete patency into the nose four days, and a fortnight, 
respectively, after operation. The watering of the left eye has been completely 
relieved. 

I have always felt that excision of the sac is unsurgical and, in most cases, unsatis- 
factory. The method used in this case was a modification of the Dupuy-Dutemps 
procedure elaborated by Professor Weve of Utrecht. 

The sac is not isolated, but is separated well back, together with the surrounding 
tissues, from the bone. A probe is passed into the sac and the incision is made above 
and below it, thereby getting firm thick flaps. The opening into the bone is large and 
the nasal flaps are mobilized freely without tension, so that they can easily be stitched 
to the lacrimal mucosa. The results which I have so far seen, have been satisfactory. 


Mr. O. GAYER MORGAN said that he had carried out a number of these operations in 
conjunction with the rhinologist. He had first tried Toti’'s dacryocystorhinostomy, removing 
the nasal mucous membrane and the medial wall of the sac, but the results, though fairly 
satisfactory for a time, were poor after a year or two. He then saw Dupuy-Dutemps 
perform his operation, in which flaps of the sac were united to flaps of nasal mucous 
membrane by sutures. The results had been amazingly good, and his (the speaker’s) own 
results showed cure in about 75% of cases. He thought the main feature was to make a 
really big hole into the wall of the nose by chiselling and enlarging with punch forceps right 
down to the opening of the nasal duct into the nose, and forward, taking away part of the 
ascending part of the superior maxilla. A large number of patients—nearly all of them 
women, curiously enough—had large lacrimal sacs full of mucopus, and these were either 
left alone, or probed, or sac removed. Some of these patients were a little happier without 
a sac than with a sac full of pus, but those successfully treated by the operation which he 
had described had made no further complaint. There was very little scarring, and he 
thought that this operation should be performed a great deal more frequently. 


Bilateral Enlargement of Lacrimal Gland.—O. Gaver Morgan, M.D.. 
F.R.CS. 

Female, aged 19. 

The lacrimal glands began to swell five months ago and have been in their present 
condition for the past two months without change. There was some lacrimation 
in the early stages and there was slight pain. No other glands have been involved, 
though there was slight pain in the parotids for a short time, without swelling. All 
investigations have proved negative, but there has been a slight mononuclear cytosis 
and anemia (R.B.C. 3,500,000), both confirmed on several occasions. 

This is a case of Mikulicz’s syndrome, showing the changes in the skin, which are 
seen over the enlarged glands, giving the so-called bloodhound appearance. 
Apparently cases may remain like this over a period of years, with fluctuations in the 
size of the glands, or they may pass on to a later group in which they are associated 
with enlarged lymphatics and enlarged liver and spleen, and so become of the true 
Mikulicz’s disease type. The sections usually show round-celled infiltration, with 
sclerosis and destruction of the alveolar tissue. 
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Hexagonal (Polygonal) Spaces Between the Outer Portions 
of the Rods and Cones 
By EvuGEneE Wotrr, F.R.C.S. 


While examining a series of ordinary sections of the normal retina at right angles 
to the surface, I was struck by the fact that quite commonly places were found where 
the outer limbs of the rods and cones, instead of continuing the direction of the inner 
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Fic. 1.—Section of normal retina at right angles to the surface. Note obliquity of 
outer portion of rods and cones. Zenker fixation. Stained Mallory’s phospho- 
molybdic acid hematoxylin. x 600. 


limbs, ran obliquely to reach the pigment epithelium (fig. 1). 1 thought at first that 
this might be due to an artefact,* but on examining a flat section of the retina through 
As stated below I am still not quite sure whether this obliquity of the outer parts of the rods and 


cones in fig. 1 is due to an artefact, but it was this appearance which led me to finding the hexagonal 
spaces. 
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Fic, 2 —Flat (slightly oblique) section of the retina to show the spaces between the 
outer portion of the rodsand cones. x 550. 








Fic. 3.—As fig. 2; showing the spaces under higher power. xX 1,500. The larger 
circles represent the cross sections of the cones, the smaller ones those of the rods. 
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the outer limbs of rods and cones, I found that they showed hexagonal, polygonal, or 
rounded spaces containing no rods or cones (figs. 2 and 3). 

Also, if a flat section of the pigment epithelium of the retina is carefully 
examined (see the picture by Max Schultze reproduced in fig. 4), it becomes clear that 
there is a central (nuclear) portion relatively clear, while the periphery is made up 
of dots and circles. The dots represent the pigment of the pigment epithelium, the 





Fic. 4.— Pigment epithelium of the human retina (Max Schultze, Quain’s 
“ Anatomy”, Vol. 3, Pt. iii, p. 49). (a) Surface view. (b) Two cells seen in profile with 
fine offsets extending inwards. (c) A cell still in connexion with the outer ends of the 
rods. 


circles the cross section of the tips of the rods and cones. There are relatively few 
circles in the central clearer (nuclear) portion of the pigment cells. The photo- 
micrograph (fig. 5) shows a similar arrangement. 

I believe this to mean that the outer limbs of the rods and cones come into relation, 
in large part, with processes from the periphery of the pigment cells. The hexagonal 











Fic. 5,—F lat section of the hexagonal pigment epithelium. x 550. 


spaces between the outer limbs of the rods and cones are therefore produced by these 
diverging towards the periphery of the hexagonal pigment cells, whose shape they, 
as seen on cross section, to a certain extent copy. 

This, I think, also explains, in part at any rate, the obliquity of the outer limbs of 
the rods and cones in certain sections at right angles to the retina. I do not, however, 
think that it is the whole explanation of the appearance in fig. 1, which may simply be 
due to the fact that the pigment cells are at times not directly opposite to the rods 
and cones which go to them (either normally or as an artefact). 














1104 Proceedings of the Royal Society of Medicine 44 


The fact that there are spaces between the outer limbs of the rods and cones has 
long been known. Thus, to quote from Schafer in Quain’s “ Anatomy ” :— 

“The intervals between the rods and cones are only partially filled by the processes of 
the hexagonal pigment cells, the remaining part appears to be occupied by a clear substance, 
which, according to Henle and H. Muller, is of a soft elastic consistence during life, and in 
the fresh condition, but soon liquefies after death; but according to Schwalbe is normally 
liquid.” 

Van der Stricht has also found spaces here free from rods and cones in sections 
prepared by silver methods. I cannot, however, find in the literature any statement 
of the fact that they are of a more or less definite shape or of the reason for their 
presence. 

When we remember that a detachment of the retina takes place in the region of 
these spaces, their normal anatomy seems to me to be of great importance. Normally 
they probably contain ordinary tissue fluid. 

Turning again to Max Schultze’s picture (fig. 4), we see that when a detachment of 
the retina takes place as an artefact, the outer limbs of the rods and cones may break 
off, remaining adherent to the pigment epithelium. There is little doubt that what 
may happen as an artefact may very well happen pathologically, and it may be this 
fact which explains why certain cases of detachment of the retina, even after an 
apparently perfect reposition, do not get full vision. 


REFERENCES 
SCHAFER (1894), in Quain’s ‘‘ Anatomy ”’, 3, pt. iii. 
SCHULTZE, Max (1866, 1871), Arch. f. mikroskop. Anat. 
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Can the Network Formed by the Retinal Pigment Epithelium 
be Seen by the Ophthalmoscope ? 


By EvuGENE Wotrr, F.R.C.S. 


SALZMANN in his “ Anatomy and Histology of the Human Eyeball ” (1912, p. 60) 
writes as follows about the naked-eye appearance of the pigment epithelium :— 

* To the naked eye this forms a thin uniformly brown covering over the inner surface of 
the choroidea. Even moderate magnification shows a fine flecking, due to the fact that not 
all the cells are so pigmented as to be equally dark; this is also visible by the ophthal- 
moscope.” 

Now while this is probably true of some parts of the fundus, there is another 
reason for its fine mottling or pune appearance, which is, so far as 1 am aware, not 
mentioned in the literature. 

The pigment of the retinal pigment epithelium (when viewed on the flat) tends to 
collect towards the periphery of the cell, leaving the central nuclear portion relatively 
free of pigment.* It is probable that the darker the fundus the more the central 
portion is invaded. In not too highly pigmented fundi, therefore, the pigment forms 
a network, the individual holes of which are constituted by a single living epithelial 
cell. Now the diameter of a hexagonal cell is about 16 «4; this multiplied by 15, 
which is the magnification given by the direct method of ophthalmoscopy, makes 
240 p, i.e. about 0-25 mm. 

If we take into consideration the shrinkage produced by the preparation of a 
microscopic section, | think we shall not be far wrong if we make this figure 0-3 mm. 
or 1/75 in., which is well within the visual limits. I have seen this network quite 
often, and so have my colleagues to whom I have spoken about it. I believe it can 
be made out best in fair fundi, in the macular region. 


* We may compare the pigment mo and its processes to a brush and its bristles, the bristles 
being almost if not entirely missing from the centre. 




















of the nose over a pad 
widely diverging. 
and thereby completed a partial slow tenotomy of one or both internal recti. 
immediate effect was disappointing, as the eyes had regained their original convergence 
within a few days and, in addition, the sutures had cut into the skin at the inner 
anthus. 
ultimate result was very satisfactory. 
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No. 2 silk suture was passed through each. 


tendon to obtain traction 
the ends to prevent its cutting into the lids. 
could be maintained for a much longer time, now that the whole tendon was included, 
but the lint beneath the wire tended to dry and stick to the skin, and changing it was 
painful. To prevent this sticking, folded strips of cotton bandage, sterilized in vaseline, 
were used in place of the lint. 
patient and was well tolerated, children seldom complaining of pain except at the 
ime of the first dressing. 
much vaseline was used, and we seldom found that we could keep the wires in for 
more than five days, as the irritation caused a certain amount of local sepsis, and the 
vires, or bars as we then called them, tended to cut out. 
merthiolate ointment, | 
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Che Use of Wire Splints in Operations for Convergent Strabismus 


By E. 
THE procedure which I am about to describe is the introduction of a piece of 
id wire under the internal rectus, leaving it for four to six days, to assist an 
lvancement of the external rectus in cases of convergent concomitant strabismus. 
My original ambition was to obtain an extension which would be as effective as a 
eight and extension is in cases of fracture of the femur. This, however, I have 


B. ALABASTER, L.R.C.P., M.R.C.S. 


ever been able to accomplish as, in my experience, the eye will not tolerate extension 


x more than a week, and this is not sufficient in the majority of cases. 

In the first case of strabismus, treated by this method (January 14, 1933), having 
ecided that any form of spectacle frame with springs or pulleys attached would be 
upracticable for the purpose of obtaining traction, I tied the internal recti together 
The muscles were picked up with fixation forceps and a 
The sutures were tied across the bridge 
Considerable traction was obtained, and the eyes were held 
The suture, or sutures, however, cut out in about thirty-six hours 


The 


‘ross the bridge of the nose. 


A double advancement was performed about a fortnight later and the 


To avoid the cutting of the inner canthi by the sutures, I tried, in two cases, to 


thread them through an ordinary wire gauze cataract mask so as to get a straight pull. 
The dressing proved difficult and painful, as the least movement of the mask pulled 
on the internal recti, and the drops could not be introduced without taking the mask 
off. 


Again the sutures cut out in about a day and a half. 
On February 17, 1934, I first used a piece of gold wire inserted beneath the whole 
The wire was about 2} in. long, and lint was packed under 
It was found that in this way extension 


This method proved much more comfortable to the 


Unfortunately, in certain cases a skin rash developed if 


Lately we have been using 
: 5,000, on a cotton bandage, and this has kept the eyes a 


vood deal cleaner, so that in many cases we are now able to keep the wires in for six 


f 





vs instead of five. 
In the first cases on which we operated the strabismus was very great, and we 
ere determined to obtain as much effect as possible with our advancement and 


lint. The larger the squint the greater the traction we were able to get. A squint 
50° would be pulled out to — 40°, so that an effect of 90° was temporarily 


tained, whereas a squint of +10° was only pulled out to the same degree, the effect 
this case being only 50°. When the wires were introduced, the patients were 
der general anesthesia, so that all active convergence was relaxed, and the 
ction on the internal rectus in consequence was much less than one might have 
ected. Even a bad case under a general anesthetic will look straight after 
advancement has been completed. This variability in the effect obtained, 
ording to the size of squint, and that of time for which the wires may be left 
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in, form a good basis for estimating the effect likely to be obtained. The use « 
splints renders it safe to use fourteen-day catgut instead of silk, and thus obviate 
removal of sutures. 

The removal of the bar itself is not painful, and is usually performed without eve 
cocainization. A little oil and flavine is dropped on the end of the bar which is to b 
drawn through the wound, and a double pad is kept on for fourteen days. Attempt: 
were made to use a single pad, but in these cases it was found that the splint was mor: 
likely to cut out and that it was more difficult to maintain divergency. 

Orthoptic exercises have in most cases been recommenced at the end of a week. 
about two days after removal of the splint, but in more recent cases we have been 
delaying these until the tenth day. The recovery of parallelism is thereby delayed. 
If we can do this for two months, it will probably be advantageous in the end. So long 
as the internal recti have not been cut through—and possibly even if they have—there 
is little difficulty in increasing the convergent power in those cases which are late in 
coming in. 

In certain cases obliquity of the splint caused a temporary hyperphoria, but this 
always disappeared in a short time, so that now we are not greatly perturbed if the 
splint is not precisely vertical in position. Some of the photographs show the 
attempts we made to keep it so. The conjunctival sac is filled with oil and flavine 
after the splint has been introduced, and the lids are then sutured for about twelve 
to eighteen hours. Cases with inflammatory conditions of the lids, &c., should not 
be undertaken. A culture from the conjunctival sac should be obtained before 
operating. 

Over 60 cases have now been treated by this method alone. In only two cases 
has sepsis got out of hand, and in both of these it could have been avoided. In the 
first, the lid suture was not removed for two days, by which time the wound was 
infected. It was then hoped that matters would improve with restoration of the 
lid movement, but this did not occur. There was a slight ulceration of the cornea 
on the side next to the splint, which took a few weeks to heal. The eye, fortunately, 
was already amblyopic, and the patient was quite satisfied with the cosmetic result. 
The infection was due to Staphylococcus aureus. The second case was one of chronic 
blepharitis. The patient had a relaxed angle of about 60° without glasses, but pulled 
out to + 30° on the synoptophore without glasses and +-25° with glasses. Unfor- 
tunately a culture had not been obtained, but it was decided to proceed and to remove 
the splint on first sign of sepsis. At the end of twenty-four hours the eye looked in a 
very satisfactory condition, but during the following night it became painful, and 
next morning there was evidence of infection. The splint was removed, but an 
orbital cellulitis of moderate severity developed. The operation was performed on 
December 6, 1937; the splint was removed two days later, and the patient had 
recovered and was photographed on February 21, 1938 (seventy-seven days after 
operation). On March 7, 1938, the measurement was +-5° without glasses, +-3° with 
glasses ; there was good movement, and vision was in each eye. In this case also 
the infection was due to Staphylococcus aureus. 

The advantages claimed :— 

(1) The external rectus is kept at rest during its period of healing. The sutures 
are not dragged upon, and therefore catgut can be used in safety. 

(2) The internal rectus is stretched but only temporarily put out of action. 
Nature’s insertion is not interfered with, and it is possible that even in a case of squint 
this is the best. This preservation of the internal recti is important later on when 
bar reading is being taught. 

(3) There is less likelihood of causing hyperphoria. 

(4) The cosmetic effect is better, since there is no drawing back of the caruncle, 
—which only too frequently happens with tenotomies or recessions. 
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Since 1934 I have called several halts in order to ensure that the cases were pro- 
sressing satisfactorily, but on each occasion I have been spurred on by my orthoptist, 
who has asked for more such cases, as training was easier and ultimate results 
vere better after this than after other methods. It has now become my routine 
reatment for large or small squints in all cases. I am satisfied with the results, 
mut I have had many worrying moments in the past, when I have wondered 
vhether I dared leave the splint in another day or not, and I think that if it i: 
decided to give this method a trial, the case so treated should at first have the 
ersonal attention of the Surgeon. Now that the Sisters in my wards are familiar 
with it I do not worry, but I still have qualms whenever a change of Sister is 
made. 

The terms “ wires’, *‘ splints’, and “ bars”, have been used indiscriminately, 
for want of better terms 


Synopsis of Technique 


Pre-operative.—Good fusion is preferred if this can be obtained. The immediate 
preparation for the operation is the same as for any other eye operation under a 
veneral anesthetic, except that, as in all squint operations it is particularly desirable 
to avoid all post-@perative vomiting, the administration of glucose before and after 
the anesthetic is very helpful. A preliminary culture from the conjunctival sac is 
taken as a precaution 

Anesthetic—Intratracheal gas and-oxygen is usually given, but sometimes a 
little chloroform (about 2 drm.) is added. Twenty minutes before the anesthetic 
is due the patient receives avertin 0-11 grm. per kilo. When evipan or sodium 
pentothal is used, we give, forty minutes beforehand, paraldehyde, or opoidine } gr. 
per c.c. solution, 1 minim per year of patient’s age. Opoidine can also be given 
during the night if there is any pain. A disadvantage is, however, that the effect of 
the opoidine may wear off if the operation is late. For the last few cases we have 
used rectal paraldehyde 0-75 drm. per stone of patient’s weight in a 10% solution, 
forty-five minutes beforehand. 

Operation (see diagram, p. 49).—Advancement of the external rectus is performed 
first. Personally I prefer to insert my sutures through the sclera before detaching the 
muscle from the globe. The intact tendon is extremely useful for fixation purposes 
when the scleral sutures are being inserted. The tendon is grasped with either a pair 
of Jewell’s forceps or a modified pattern of my own. For sutures I prefer fourteen- 
day catgut. Having passed three of these through the conjunctiva and sclera, I take 
a fresh grip with the tendon forceps further back, to prevent cutting the globe, 

nd cut the tendon off the globe. The sutures are now passed through the tendon 
s far back as possible and a kind of Worth’s knot is made to prevent slipping. 
"he sutures are then tied. 

Divergence.—On removal of the splint, the eye will probably be diverging 30 degrees 
but about two days later this divergence will be reduced to about 20 degrees; at the 
nd of a week to 15 degrees, and at the end of three weeks to about 7 degrees. One 
isually has to aim at keeping the eye out as much as possible. So long as the splint 
snot allowed to cut out, I do not think one need fear a divergency ; probably even 
{ the splint did cut out, there would be sufficient adhesions formed to prevent a 

itastrophe. Recently I operated on a child whose parents stipulated that there 
hould not be more than one operation, and as the squint measured without glasses 

42 degrees, | decided to operate on both sides at once and to use two splints. 
he splints only stayed in four days, and she was not put on the synoptophore till 
he tenth day, when the first measurement was — 45 degrees. After about ten 
iinutes it was — 42 degrees. Next day, I am afraid, the orthoptists tried to pull her 
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Advancement with splint. Advancement with splint. 


° 


Original squint + 20°. After operation — 5°. Original squint + 18°. After operation —15° 














Double advancement, two splints. 


Original squint + 60° — 80°. After operation — 8°. 
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Diagram of operative technique. 


Advancement of left External Rectus with splint under Internal Rectus 
AYS 7 2 4 G7? ly, 77 a? > 
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in, for the day after this lesson the measurement was only — 26 degrees. 
discharge after a month she could pull straight, but relaxes to 


Advancement of External Rectus with splint 





50 


On 
about — 16 degrees 

















DAYS 17 22 3 47 22 67 22 87 97 107 LZ 127 137 
-56) 
-46 
aw 
-20) 

, \N 
~*~ ~ 
* 2 _, le 
oi rae ws Se ee — 
-i6L 2 
e 
-2d| 
+30) 
Donald P. 

Double Advancement with two_ splints oe 7 ' 

























-5C 
' 
-4¢ 
ow) 
-20 
N 
SONTINUE D 149 DAYS 
AT O° THEN DISCHARGED 
$ 5 MONTHS STILL CO 
+O 
“ag - 
2 
Z 
na 
> 
Y 
ol 
+40 
= 
2 
+50 


Doreen I. 


This is satisfactory and we shall allow her to come slowly in. 
pull straight fairly easily she will be allowed to discard her shade and practise joining 
distant objects, first without glasses, and later, probably with glasses. 





As soon as she can 
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Advancement of left External Rectus with splint under left internai Rectus 
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Jean ( 


Double Advancement with two splints 
Days 2 27 37 47 57 














Pamela L. 


Mr. F. A. WILLIAMSON-NOBLE said he wondered whether Mr. Alabaster had ever used 
ilkinson’s splint. He had read a description of it but had not actually used it himself. It 
nsisted of a slight inetal plate which was inserted under the conjunctiva on the nasal side 
the eye. With regard to catgut sutures, recently he had been using white silk and he left 
: stitches embedded under the conjunctiva. Tne method did not seem to cause any 
ction, and had a great advantage in that only the conjunctival stitches needed to be 
Ken out. 
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Trachoma : Showing Results of Tarsectomy in Right Upper Lid. 
A. F. MacCatiayn, C.B.E., F.R.CS. 

Anthony P., aged 12. Duration of disease six or seven years. 

The patient was sent to me by Dr. McWatters of Folkestone on April 27, 193s 
on account of discomfort of the right eye and some discharge. He had _ been 
examined by three provincial ophthalmic surgeons. The first said that he require 
glasses ; the second said that no glasses were required but that mild treatment was 
indicated ; and the third said that he had follicular conjunctivitis. The parents 
became anxious about him as it was desired that he should go to a certain 
scholastic establishment at which there was a medical examination before entry. 

He returned six and a half years ago from Uganda, where he had lived for four 
years. 

The vision in each eye was $. On eversion of the right upper lid a luxuriant 
papillary hypertrophy of the conjunctiva was found, confined to the tarsus. The 
upper periphery of the right cornea was vascularized ; this could be made out with the 
corneal loupe and focal illumination, but was better seen with the slit-lamp; that is 
to say there was pannus. Pannus was also present at the upper periphery of the left 
cornea. The conjunctiva of the right lower lid and of both upper and lower lids of 
the left eye were slightly oedematous, but varied little from the normal, to the naked 
eye. 

The papillary hypertrophy of the right upper lid resembled that in spring catarrh. 
but an examination of the secretion negatived this diagnosis, since there was no 
eosinophilia. Moreover, the presence of slight pannus of both corneze made the 
diagnosis of trachoma certain, while numerous Halberstaedter-Prowaczek Kérperchen 
in Giemsa-stained films indicated a virus disease. 

Mechanical treatment of all four lids—by Graddy’s forceps and scraping with a 
sharp spoon—was carried out on May 3, 1938. This had no effect on the conjunctival 
hypertrophy of the right upper lid; it was therefore decided to remove the tarsus 
with the overlying conjunctiva, that is, to perform tarsectomy. This was done on 
May 24, 1938, under general anesthesia ; at the same time mechanical treatment 
of the other three lids was carried out, followed by daily massage with solutions of 
either perchloride of mercury 1% or of copper sulphate 10%. The sutures were 
removed from the right upper lid on May 27, 1938. 

My reason for showing this case is to dispose of the erroneous statement by 
Thygeson in the April number of the Archives of Ophthalmology that the operation of 
tarsectomy is not justified. In the Transactions of the Ophthalmological Society, 
U.K., 1919, 39, 401, Barrada, one of my former assistants, reported a series of 325 
cases of tarsectomy for trachoma stage IIb, trichiasis-entropion, severe pannus, and 
ptosis. Certainly the operation should not be attempted by anyone who is not an 
expert operator. 

Many weeks of treatment are still required in this case for the other three lids. 


Discussion.—Dr. A. J. BALLANTYNE asked whether the whole of the conjunctiva should 
be excised. Was it necessary that all the follicles up to the fornix should be removed in 
order to ensure success ? 


Mr. MACCALLAN (in reply) said that the main essential was to remove the tarsus with the 
overlying conjunctiva, and to bring down the conjunctiva from the fornix to the lid margin. 
Even if one or two follicles were left in the fornix, they would disappear. In the case now 
shown, however, the patient was treated for a little while prior to the tarsectomy and ai! 
follicular material was removed by scraping and by the use of Graddy’s forceps. In a 
recent number of the American Journal of Ophthalmology there had appeared a paper in 
which the author said that he had been performing tarsectomies and adding a mucous 
membrane graft. That was quite unnecessary, because in the vast majority of cases it was 
easy to bring down the conjunctiva from the fornix and get a result similar to that seen in 
the case shown. 
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Section for the Studp of Disease in Children 
President—T. TWISTINGTON HiaGarns, O.B.E., F.R.C.S. 


(January 28, 1938, continued] 


Gargoylism..—GERALD Stot, M.D., M.R.C.P., D.P.H., and G. L. BURGEss, 
M.R.C.S., L.R.C.P 

Female, aged 6, an only child. One maternal aunt was a deaf-and-dumb cripple, 
und died early. 

History—Uneventful pregnancy and labour, though the child’s head was large 
from birth. 

On examination.—Weight 31 lb. (normal 44 lb.) ; height 35 in. (normal 43 in.) ; 
umbilicus 20 in. from feet. Head large and square, 20} in. in circumference ; face, 
large and square ; features, coarse and heavy ; bridge of nose depressed ; ears set 
rather low. Hair soft, straight, and reddish-yellow ; eyebrows dark and heavy. 
Teeth small and widely spaced. No excess of subcutaneous fat. Neck small and 
short. Limos: Movements at all joints limited, chiefly in extension. The shoulders 
are most severely affected, and only about fifteen degrees of movement is possible. 
The fingers and elbows are also considerably affected, rendering extension impossible 
Marked bony thickening at ends of long bones ; hands and fingers thick. Genu 
valgum ; pes cavus ; great toe somewhat larger than normal. Chest : Crowding of 
ribs ; Harrison’s sulcus ; bulging of precordium; heart normal in size, but a long 
systolic murmur is heard all over the preecordium, and the second sound is accentu- 
ited in the aortic area. Abdomen markedly protuberant ; liver enlarged, nearly an 
inch below costal margin; ? spleen palpable. Central nervous system: Fine lateral 
nystagmus both sides. All reflexes brisk; those of upper extremity exaggerated. 
Back slightly hirsute. No lumbar lordosis (such as might have been expected with 
so protuberant an abdomen). 

Eves: Diffuse dotted grey opacities throughout the substance of the cornea. 
Dr. T. Whittington’s report.) The discs appear to be congested ; they are red and 

scular, and the veins are distended. They do not stand out from the surrounding 
fundi, being much the same colour. Thyroid impalpable. Pulse, temperature, and 
spiration normal. 

X-ray examination: Skull enlarged; grooves of meningeal vessels stand out 

early ; sella turcica elongated ; anterior clinoid processes appear defective (fig. 1). 

‘ond and third lumbar vertebre defective in anterior and upper part of their 

lies (fig. 2); this is characteristic in some of the described cases. Long bones 

vadened and thickened. Splaying of bone at metaphysis ; epiphyses follow the 
ne contour. Distal ends of the ulne taper to a point (fig. 3). Glenoid fosse 
| acetabula poorly developed ; coxe valge ; genu valgum; otherwise femora, 


1 Publication of this report was postponed in order that illustrations might be obtained. 


JuLY—DiIs. 1n CHILD. 1 
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Fia. 5. 


tibiz, and fibulze are normal (fig. 4). The lower ribs are shaped like Indian clubs, 
with the handles medially (fig. 5). 

Wassermann reaction negative. Complete blood picture normal. Urine normal, 
chemically and microscopically. 

Dr. E. A. COCKAYNE said there could be little doubt that this condition was due to an 
error of lipoid metabolism. Three brains had now been examined, two by Ashby, Stewart, 
and Watkin, and all showed changes in the central nervous system similar to those found in 
infantile and juvenile amaurotic idiocy. In gargoylism, however, the lipoid did not stain 
with scarlet red as it did in the other two conditions. 


[March 25, 1938] 


Two Cases of Cranio-Carpo-Tarsal Dystrophy of ? Undescribed Type.— 
E. A. FREEMAN, F.R.C.S., and J. H. SHELDON, M.D. 

These two children have a similar facies, associated with identical X-ray 
changes in the skull, ulnar deviation of the hands, and talipes equino-varus. 
So far as can be ascertained the children are not related. Their grandparents 
were not related. Of their 16 great-grandparents, only 12 can be identified, and 
these were not related. It has not been possible to trace the family histories 
further back. 


I (fig. 1).—Male, aged 2 years and 9 months. Elder child. (A second child is 
normal.) No relevant family history. No consanguinity of parents. Seven months 
baby, born by normal labour without instruments. Weight at birth 3} Ib. including 
clothes. His appearance caused such consternation that after being shown to his 
grandmother, he was ‘* put out to die’. The legs were apparently in a “‘ Buddha ’ 
position. At the back of the head was a lump described as “ jelly-blood ” which 
absorbed or disappeared in three days. The eyes were so deep in the face as to be 
hardly visible, and the lower forehead and eyebrows were occupied by a transverse 


1 Brain, 1937, 60, 149. 
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swelling—the remains of which are still present—which made the depth of the eyes 
more apparent. There was hardly any recognizable nose, and the mouth was very 
small. (The doctor thought he had been crushed during birth, but the mother has 
since been delivered without difficulty of a larger child.) He was unable to suckle as 
swallowing made him choke, and for some days he was fed with drops from an eye- 
dropper—more than one drop “ stuck in his throat’. This difficulty disappeared 
in a short time and he was brought up on ostermilk. In view of the deformity of 
the feet and hands he was sent to one of us (E. A. F.) at the Royal Hospital, 
Wolverhampton. There was extremely severe bilateral talipes equinovarus, which 
presented no unusual features. There was also marked ulnar deviation of the hands, 
but no associated bony abnormality could be seen by X-rays. In the autumn of 








Fig. 1. 


1937 he suffered from an empyema, which was successfully drained. No other 
levelopments of note. The relatives are all agreed that the facial condition is 
lowly improving. 

Present condition.—General development good. No abnormalities found on 
routine examination. Mentality fair; he is able to talk, and to frame short 
sentences and he can repeat simple nursery rhymes. 

Hands and feet : No treatment has been given to the hands, as they have 
ontinued to improve in function, but the feet have received a great deal of 
reatment, with disappointing results. Correction was first attempted by Brockman’s 
nethod of pads and strapping. Little progress was made, and plaster correction 
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was resorted to, again without success. More recently an attempt has been made 
to free the scaphoid from its attachments on the inner side. This was done purely 
as a temporary measure, and bony correction will probably be needed at a later date. 

Face : Across the lower forehead just above the eyebrows is a soft subcutaneous 
swelling, which appears to have been more marked at birth. The eyes are very 
deeply set. The cheeks are swollen and shiny and are sometimes unusually pink. 

















Fia. 2. 


The bridge of the nose is very broad and out of proportion to the lower end of the 
nose. The space between the nose and the upper lip is very wide, and the mouth is 
small in proportion to the face as a whole. In the past there has been an abnormal 
amount of salivation, and this is still somewhat troublesome. A skiagram of the 
skull shows a defect in union between the frontal bone and the floor of the skull 
(fig. 2). 


I].—Female, aged 1 year and 7 months. Only child. Norelevant family history. 
No consanguinity of parents. Normal labour ; there is doubt as to whether she was 
born at term or at eight months. Birth weight 44 1b. Nothing unusual was noticed 
in the face at birth except that the mouth was small, but it was immediately obvious 
that the hands and feet were deformed. She was able to suckle and there was no 
difficulty in swallowing. Breast-fed for fourteen days, and then given ostermilk. 
Seen by one of us (E. A. F.) at an early age at the Royal Hospital; is still 
receiving treatment for the limb deformities. 

Present condition.—General examination negative. Mentality fair ; can say simple 
words but cannot frame sentences. 
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Hands and feet : When the child first attended hospital on 22.6.36, there was 
severe bilateral talipes equinovarus with extreme adduction and inversion. Correc- 
ion was attempted by Brockman’s technique of padding and strapping, but the feet 
lid not respond well to this, and plaster correction was resorted to, also without 
uccess ; the feet tended to relapse in spite of treatment by massage, strapping, and 
light splints. Operation was then performed. The scaphoid was freed along its 
nner attachments and the feet were put in plaster again. There is still marked 
ieformity. This child also has some ulnar deviation of the hands, but consider- 
ible improvement has occurred without treatment. 

Face: Similar in general appearance to that of the patient in the first case, but 
.bnormalities are less marked. There is no supra-orbital swelling, and the eyes are 
ot deeply sunk. The cheeks are rather fatty, and the lower end of the nose is 
small and narrow in comparison with the upper end. The space between the nose 
und the upper lip is wide, and the mouth is small. A skiagram of the skull shows 
the same abnormalities as in the first case. 

Discussion.—Dr. F. PARKES WEBER said he thought that these cases represented an 
indescribed type of developmental abnormality of the skull. 

Dr. E. A. COCKAYNE said that he had not seen this condition before and did not 
remember any description of it in the literature. 


Arterial Calcification and Subcutaneous Calcinosis: Case shown in 
January 1936.—J. H. SHELDON, M.D. 

Condition when previously shown (see Proceedings, 1936, 29, 499), at the age of 
23 months : Well-marked calcification of iliac and femoral arteries seen by X-rays ; 
numerous subcutaneous deposits of calcified material present in legs and around 
the elbow. The origin of these was doubtful, for the child had received unknown 
amounts of vitamin D before coming under observation. This treatment had been 
discontinued for two months before January 1936, when it was stated that the 
subcutaneous plaques already seemed smaller. The child’s appearance suggested a 
condition of subthyroidism, and the blood-counts revealed an anzmia associated 
with lymphocytosis (maximum of 75° lymphocytes in a total count of 15,400 
white cells per c.mm.). 

Subsequent progress.—(1) The deposits of calcium in both arteries and sub- 
cutaneous tissues have slowly decreased, and skiagrams are now entirely negative 
in this respect. By March 1936 the calcification in the arteries was much less, and 
the subcutaneous deposits were smaller and more broken up. Deposits in the region 
of the left knee and right elbow had already entirely disappeared. In April 1936 the 
iterial condition had become almost invisible on the X-ray plate, though the sub- 
cutaneous masses were unchanged, and the same state of affairs was present in 
lune 1936. By July 1936 the deposits in the legs were fragmentary and in November 
1936 they had almost gone, the original masses being represented only by small 
liscrete calcareous deposits. In March 1937 there was no evidence of calcinosis, and 
now (March 1938) X-rays show that there has been no recurrence. 

(2) Photographs of the child at 7 months show a normal facies. A photograph 
taken at 17 months is suggestive of cretinism. When the patient was first seen, the 
road bridge of the nose and the large tongue had suggested cretinism, as also had the 
splayed-out ends of the long bones and the anzemia with lymphocytosis. When he was 
shown before the Section cretinism was not considered. Subsequently his appearance 
zradually became more suggestive of this condition, and in June 1936 he was given 
thyroid } gr.a day. (At that date the calcareous deposits were already much less.) 
improvement in the general condition followed, and by November 1936 his appetite 
vas better, he had begun to talk, and to try to walk by himself. Attempts to increase 
he dose of thyroid were not successful, as on } gr. a day—after an initial improve- 
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ment—he gradually became irritable and suffered from insomnia. Thvroid was 
discontinued for five weeks (April 1937), and the effect was a gradual loss o 
appetite, coldness of the extremities, and a tendency to protrusion of the tongue 
Immediate improvement followed its readministration. There seems to be littk 
doubt, therefore, that the child has subthyroidism of moderate degree. 


BLOOD-COUNTS—FROM ONSET. 


Hb. R. B.C. W.B.C. Polymorpho- Ly mpho- 
Total nuclears: ¥ cytes: 
4.10.35 61 3,600,000 13,700 45 54 
13.11.35 45 2,500,000 15,400 19 75 
28 11.35 48 2,100,000 8,800 40 53 
13.1.36 76 3,400,000 
10.3.36 71 3,440,000 11,200 26 68 
13.5.37 81 5,120,000 17,800 18 80 
2.6.37 85 4,920,090 9,200 10 86 
17.7.37 53 3,880,000 5,200 28 66 
6.1.38 69 4,260,000 7,100 42 54 
8.3.38 58 4,840,000 9,600 56 42 


Discussion—Dr. F. PARKES WEBER said that the case reminded him of one which he 
had communicated to the 17th International Medical Congress, held in London in August 1913 
(Proceedings of August 8, Section XIII, p. 179). The patient, a girl aged 6 years, was the 
first case of the generalized (metabolic) type of calcinosis described in the English language. 
There was no sclerodermia, and a definite radiographic improvement had taken place during 
the last year. Unfortunately the patient left England with her parents not long afterwards, 
but the improvement suggested that the calcinosis would completely clear up in time. 
R. L. J. Kennedy, as well as Craig and Lyall, recorded improvement under different methods 
of treatment to that employed by Parkes Weber (iodide of iron), and now Dr. Sheldon had 
demonstrated complete disappearance of the calcinosis without any special treatment. It 
proved that in some cases of ("‘ acute ”’) calcinosis there was a spontaneous tendency towards 
clearing up of the calcareous deposits.' It seemed unlikely that the calcinosis in Dr. Sheldon’s 
case was due to hypervitaminosis D. 


Dr. REGINALD LIGHTWOOD agreed with Dr. Parkes Weber that young patients with 
subcutaneous calcinosis might undergo spontaneous cure, as in a case described by 
R. L. J. Kennedy in 1982.2, He (Dr. Lightwood) did not think that Dr. Sheldon had made 
out a strong case for supposing that hypervitaminosis-D was the cause of his patient’s 
symptoms, especially as such hypervitaminosis appeared usually to have a definite clinical 
picture of toxic gastro-intestinal and renal symptoms, biochemical features, and a bad 
prognosis. 


Two Cases of Total Pneumonectomy for Bronchiectasis.—R. MILNES 
WALKER, M.S. 

I.—T. L., male, aged 9 years. (Previously shown before the Section, November 22, 
1935, Proceedings, 29, 212, Sect. Dis. in Child., 12.) On September 3, 1935, he had 
undergone a left total pneumonectomy for bronchiectasis which had been giving 
rise to symptoms since the first year of life. He remained in good health until 
June 1937, when he had a further attack of an old infection of the left maxillary 
antrum. This was treated by a number of wash-outs. In February 1938 he had an 
attack of impetigo, and a septic finger ; the nail was removed under nitrous oxide 
anesthesia. He has occasional slight cough but no sputum. There is no scoliosis. 

Present condition.—Weight 4 st. 4 lb. (2 st. 12 Ib. at time of operation). Physica! 
signs in chest have shown no change since he was previously seen here. Some 
flattening of left side of chest ; heart displaced to left ; right border in left nipple 
line. Cardiac pulsation felt in 6th and 7th intercostal spaces in scapular line, and 
heart sounds are loudest over this area. 

1 Compare also F. P. Weber, Brit. Journ. Derm. and Syph., 1935, 47, 400. 
2 Kennedy, R. L. J. (1932), J. Pediat., 1, 667 
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II.—L. W., male aged 8 years, one of twins. In-patient in the Royal Hospital, 
Wolverhampton, August 1931, when aged 1 year and 7 months, with broncho- 
pneumonia. Persistent cough and sputum since then. Has attended out-patient 
department at intervals since September 1935. 

July 1937: Admitted to hospital under Dr. J. H. Sheldon. 

Condition on Examination. — Sputum about 6 oz. daily. Weight 2 st. 94 Ib. 
Temperature normal ; pulse-rate 100 to 110; respirations 20. Physical examina- 
tion: Impaired movement and percussion note of left side of chest ; harsh breath 
sounds and coarse rales over upper and lower lobes. No displacement of heart, 
Clubbing of fingers. X-ray examination and bronchogram revealed bronchiectasis 
of whole of left lung ; right lung normal. Practically no improvement obtained on 
postural drainage. 

August 16, 1937: Left total pneumonectomy. Anesthetic : Avertin and closed 
nitrous oxide, without intratracheal intubation (Dr. Winifred Dean). Intercostal 
incision through 5th intercostal space. Adhesions obliterated the pleural cavity 
but these were separated easily with gauze. Lung pedicle secured by Nelson- 
toberts tourniquet and divided with scissors, pedicle of lung being secured by 
catgut mattress sutures. The phrenic nerve was divided as it crossed the pericardium. 
Wound closed with intercostal drain. 

August 24, 1937: Intercostal drain removed. Operation wound healed. Some 
discharge persisted for two weeks from wound of drainage-tube. 

Present condition—Wound completely healed. No cough or sputum. Present 
weight 2 st. 13 1b. Considerable falling-in of anterior ends of ribs and costal cartilages 
on left side; diminished movement of left side of chest. No scoliosis. Heart 
displaced to left, right border of cardiac dullness being 4 cm. to left of mid-line. 
The boy is able to play games and run about without becoming unduly breathless. 


Discussion.—Dr. E. A. COCKAYNE asked whether clubbing of the fingers had decreased in 
these two cases since the operation. 

Dr. BURTON Woop said he had noticed that at the time of the pneumonectomy 
performed in one of Mr. Walker's cases, as the result of previous injections, a good deal of 
lipiodol was still present in the healthylung. Was notan additional risk incurred in operating 
upon the diseased lung before the healthy lung had cleared itself of oil? He thought there 
might be a tendency to atelectasis in such cases, owing to the partial obstruction of the 
basal bronchi on the healthy side. 

Mr. MILNES WALKER (in reply) said that the clubbing of the fingers in both cases had 
shown no material decrease since operation. Regarding any additional risk in operating 
before the healthy lung had cleared itself of iodized oil: It would have been preferable to 
wait until this had happened, but it was thought that the child would not survive another 
winter without surgical treatment, and in view of his serious condition during the previous 
winter, the operation was considered to be one of urgency. 


Cerebral Sequelz, after Neonatal Jaundice, ascribed to Kernicterus.— 
C. E. FreLp, M.D. (introduced by REGINALD LIGHTWOOD, M.D.). 

Percy B., aged 1 year and 9 months, first brought to the Out-patient Department, 
Great Ormond Street Hospital, because he could not sit up without support. 

History.—An only child. No consanguinity of parents. Pregnancy normal ; 
delay in second stage of labour but no instruments used. A full-time baby, jaundiced 
at birth. Born in St. Bartholomew’s Hospital where he was an in-patient for six weeks, 
with icterus gravis neonatorum. Treated with four blood transfusions and discharged 
with urine free from bile and van den Bergh reaction falling. 

When 13 months old underwent operation for double mastoiditis and tonsillectomy 
it St. Bartholomew’s Hospital ; it was then noticed that he was backward for his 
age. He held his head up at 6 months but has never sat up without support and 
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has never talked. For the last two months he has become restless and limp, and 
has made repeated grunting noises. He is difficult to feed and spits food out. 

On examination.—Physically not under-developed. Weight 25 lb. Head cir- 
cumference 18-5 in. (normal 18-7). Very restless ; repeatedly rolling his eyes and 
making a low growling noise in his throat. Has a hoarse cry and a strong kick. 

Central nervous system: Legs and arms show slight rigidity, most marked in 
adductors of the thighs. Periodic athetotic movements of hands. No true muscular 
weakness, but lack of balance (co-ordination) resulting in failure to maintain the 
sitting posture ; squint, but no nystagmus ; reflexes normal. 

Chest : Lower costal margins splayed outwards. Abdomen : Liver not enlarged ; 
spleen not palpable. Heart: Normal. No anemia. Tops of teeth broken off. 

Investigations. — Blood-Wassermann reaction, in mother and child, negative. 
X-ray of skull normal. 

Comment.—The fact that a similar case was shown at the January meeting ! by 
Dr. Lightwood and Dr. Colver impresses on us the frequency with which neonatal 
jaundice is followed by cerebral symptoms usually of the extrapyramidal type. 

Klingman and Carlson find that 7°% of children mentally affected give a history of 
jaundice and they suggest that there is first an injury to the ganglion cells in the brain 
followed by increased permeability or impregnation with bile. Zimmerman and 
Yannet found the chief zone of degeneration to be in the caudate nucleus, putamen, 
cornua ammonis and substantia nigra, a similar localization to that for the bile 
staining in kernicterus; they suggest either infective trauma, or cerebral cellular 
maldevelopment, primarily, as the ztiology. If this is the case then the damage is 
present before the onset of the jaundice, which merely picks out the damaged cells, 
and the question will arise as to whether it is justifiable to treat cases of neonatal 
jaundice energetically, merely to save the life of a mentally defective child. 

REFERENCES. 

KLINGMAN, W. L.. and Caruson, E. R. (1937), Bull. Neurol. inst., New York, 6, No. 2. 

ZIMMERMAN, H. M., and YANNET, H. (1935), 4m. J. Dis. Child., 49, 418. 

Dr. HELEN MACKAY said she hoped that, in spite of the pessimistic outlook of Dr. Field 
and Dr. Lightwood, in the present state of knowledge, attempts to save the lives of infants 
suffering from icterus gravis neonatorum would not be discouraged. There appeared to be 
little information extant as to the proportion of cases in which, after surviving the jaundice, 
the infants showed nervous sequele. Certainly, even in infants who were desperately ill, 
complete recovery might occur, and she believed that in the less severe cases the ultimate 
outlook was good. 


Microcytic Anemia Resistant to Iron.—Exi Davis, M.D. (introduced by 
A. MONCRIEFF, M.D.). 

P. J. M.,a boy aged 5 years and 1 month, admitted to St. Stephen’s L.C.C. Hospital. 
25.8.37, with a history of pale and offensive stools for the past fourteen days, and 
crops of septic areas over the arms and legs for three weeks. 

Previous history—‘* Rash’, involving arms and legs, when 10 days old, lasting 
three weeks ; acute poliomyelitis at 15 months; measles at 3 years; whooping- 
cough at 4 years. 

On examination.—A pale child of good build. Pale mucous membranes ; unduly 
prominent abdomen. Spleen enlarged to one fingerbreadth below costal margin : 
liver palpable at similar level. Arms and legs showed scattered pink areas, 
raised and flat, 1 cm. in diameter, and the scars of older lesions. Stools appeared 
to be normal. Blood-count: R.B.C. 4,850,000; Hb. 52%; C.1. 0:54; W.B.C. 
10,000. Differential: Polys. 53%; eosinos. 6-5°% ; basos. 1-5°%; lymphos. 32-5% : 
monos. 65%. The child was given iron (ferri et ammon. cit. 35 gr. per day, 
followed by ferrous chloride 9 gr. per day, and then by ferrous sulphate 12 gr. per day), 


' Proceedings, 1938, 31, 559 (Sect. Dis. in Child., 37). 
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vet despite an adequate diet containing much vitamin B, and a course of anahzemin 
later, there was no improvement with regard to the anemia after twelve weeks’ 
treatment with iron. 

The child was afebrile. Blood-fragility and serum bilirubin normal ; reticulocytes 
ess than 1%. Results of feecal-fat analysis and investigation of blood-calcium were 
iormal. Mantoux reaction negative. Colon, long bones, and wrists, showed no 
vbnormalities on radiological examination. 

2.11.37: Blood-Wassermann and Kahn reactions strongly positive ; result 
‘onfirmed on repetition. 24.11.37: Iron stopped and antisyphilitic treatment 
gun by Mr. Nicol, but after six weeks—during which novostab 1-4 grm. and 
‘thlorostab, 0-8 grm. had been given—the anzmia had not diminished. From 9.1.38 
ron (ferri et ammon. cit. 45 gr. per day) was given in addition to antisyphilitic 
herapy, but by 1.3.38, twenty-seven weeks after admission, there was still no 
improvement. 

Blood-counts throughout showed persistent eosinophilia, the maximum being 12% 
of 13,800 white cells. No ova or parasites were seen on examination of the stools. 

21.1.38: The child became febrile and suffered from.headache, vomiting, and 
diarrhoea (twenty-one motions in forty-eight hours). The stools showed a variety of 
colours—green, silver, grey, and yellow. The spleen was enlarged and palpable three 
tingerbreadths below the costal margin. Improvement set in four days afterwards, 
but another bout of diarrhoea occurred on 31.1.38 lasting three days. From 10.2.38 
the spleen was reduced in size, and on 17.2.38 could not be felt; it was again 
palpable on 3.3.38. 

Examination of family.—Patient’s father and mother, a brother aged 8 years, and 
a sister aged 1 year and 11 months, gave negative syphilitic blood reactions. The 
mother had had no miscarriages. Both mother and sister had concomitant squints 
of the right eye. The father had medium tremors of tongue and arms, of long- 

standing, which he dated from chorea in childhood. No other clinical abnormalities 
were found in the family. 

Dr. LIGHTWOOD said he thought that the anemia might be caused by the congenital 
syphilis, and it was to be noted that after a course of antisyphilitic treatment and a further 
course of iron, improvement had begun. Nevertheless, there was still the possibility 
that hepato-lienal fibrosis was developing in the syphilitic liver and spleen, and in this event 
plenectomy might be indicated later. At present the antisyphilitic and iron treatment 
should be continued, and the focus of sepsis in the throat should receive attention. 


Epidermolysis Bullosa.— T. Conver, M.B., M.R.C.P. (introduced by 
WILFRID SHELDON, M.D.). 

This case is shown by the courtesy of Dr. E. A. Cockayne. 

A. G., female, aged 2 years and 2 months. presents the following features : 
(1) Extensive, but sharply-demarcated, areas of capillary dilatation of hands and 
feet. (2) Similar condition of upper eyelids, bridge of nose, and lips. (3) Absence 
of finger-nails. (4) Corneal opacities. (5) Mental deficiency. (6) Thin atrophic 
scalp with scanty hair. (7) Recurrent blistering of hands and feet. 

History.—A sixth baby; full-term; normal delivery. Birth-weight 7 Ib. 
Other children in family (except one, still-born) are alive and well. No consan- 
suinity of parents ; no knowledge of a similar condition in the forebears. 

Past history.—The abnormal physical features described were present at birth and 
have not changed. During the first few months of life there was an extensive 
mpetiginous lesion of the scalp. 

On examination.—Hands and feet : The entire fingers and a considerable area 
f the hands are red. The confluent red area has a sharp margin and contrasts 
markedly with the normal skin. The feet are similarly affected. The colour is due 
to dilatation of the skin vessels, and is obliterated by pressure. The red areas are 
varmer than the unaffected skin. There is frequent blistering of the reddened skin ; 
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the vesicles reach 1 in. in diameter ; the fluid content is sterile on culture. No skin 
reaction follows the intradermal injection of fluid from the vesicles. Mental develop- 
ment : Very backward ; cannot stand ; habits unclean ; no words; first able to sit 
up at 24 months. No abnormal physical signs present in fundi, chest, abdomen, or 
nervous system. Weight 24 lb.; skull circumference 18 in. Teeth: 14 erupted. 
The child sweats normaliy. 

Investigations —Urine : Sp. gr. 1026; no albumin; no abnormal pigments. 
Wassermann reaction negative. Blood: Urea, calcium, phosphatase, and phos- 
phorus, within normal limits. X-ray examination : Skull, jaws, hands, feet, and 
long bones, normal. 





Dr. COCKAYNE said that the patient had been under his care for atime. At tirst the skin of 
the feet was merely red ; then from time to time circular white areas appeared, which remained 
bloodless after pressure and looked like incipient blisters, but only one blister ever developed. 
No bullew could be produced by rubbing the feet and hands. To-day there were numerous 
bull and the diagnosis of epidermolysis bullosa dystrophica (recessive form), which he dared 
not make originally, was no longer in doubt. The mental deficiency, scanty eyelashes and 
eyebrows, corneal opacities, and absence of nails were, no doubt, part of the condition, but he 
could not remember any case with dilated capillaries on the eyelids and nose. There had 
been an infection of the scalp soon after birth, and he was not sure that the scarring had 
anything to do with the epidermolysis, though similar scarring and alopecia had occurred in 
Bloch’s patient. 


Boeck’s Sarcoid.—G. H. NEwns, M.D., and C. Harpwick, M.R.C.P. (by 
courtesy of Dr. DoNALD PATERSON). 

Bernard C., aged 2 years, admitted to the Hospital for Sick Children on 5.2.38. 
In December 1937 his fingers began to swell. The swelling has slowly increased 
since that date. No previous illnesses. Four other children in the family; all 
normal. The father and mother are healthy and unrelated. 





Fig. 1. 


Condition on examination.—There is a fusiform painless swelling affecting the first 
and second fingers of the left hand {and all four fingers of the right (fig. 1). Toes 
unaffected ; no swelling of limbs. The tip of the spleen was felt when patient was 
first seen, but is no longer palpable. The liver has never been palpable. There is 
slight proptosis of both eyes ; the optic fundi are normal. 
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Investigations.—Mantoux reaction 1:1,000 to 1:10 negative. Wassermann 
reaction negative. 

Blood: R.B.C. 4,560,000 per c.mm.; Hb. 62%; C.I. 0-7; W.B.C. 7,000 per 
e.mm. (Polys. 44%; lymphos. 51%; monos. 2%.) Serum calcium 10-2 mgm. 

















Fic, 2. 


per 100 c.c. ; blood phosphorus 4-6 mgm. per 100 c.c. ; plasma phosphatase, 8 units. 
Blood uric acid 2-0 mgm. per 100 c.c. Plasma proteins: Fibrin 0-34% ; albumin 
1-0°% ; globulin 1-54%. Total proteins 5-88°%. Sedimentation rate 18 mm. in 
one hour. 
X-ray examination : Small cystic spaces in phalanges of fingers (fig. 2). 
Re oe —Connory, A. E. (1938), Brit. J. Radiol., 11, 25. STaLMANN, A. (1934), Arch. f. klin. 
Chir., 178, 669. 


Dr. HERBERT LEVY said that he would. for historical reasons, prefer the name given by 
the French authors—* maladie de Besnier-Boeck-Schaumann’’. Boeck first considered the 
esions of the skin and the lymph-glands to be manifestations of a systemic disease. He 
ater regarded them to indicate a ‘‘ most peculiar form of tuberculosis”. Cases in which 
bacilli of some morphological resemblence to Koch's bacillus had been found had been taken 
is proof of a tuberculous origin. Schaumann abandoned his original belief that Boeck's 
arcoid was due to a specific infection of unknown origin in favour of that of a tuberculous 
genesis, after he had observed in two patients the development of active pulmonary 
tuberculosis with simultaneous disappearance of the sarcoid lesions. 

The main differences between Boeck’'s sarcoid and tuberculosis were the following : 
Boeck’s sarcoid never showed necrosis or caseation; the lesions always healed by fibrous 


issue-formation ; cultural and animal tests had invariably failed to give positive results 
1 cases which eventually left no doubt as to the diagnosis; very late development of 
iberculosis in inoculated animals had been justly attributed to accidental cage-infection. 


Apart from Stalmann’s case (1934) no case had yet been reported in which the lesion 
had oceurred at such an early age, the usual age-incidence being the period between i5 and 
15 years. Several cases in young children had, however, recently been published (1935 ; 
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1938). These, however, should be excluded because they showed sinus, or sequestration of 
bones, or extensive calcification of intrathoracic glands (i.e. evidence of tuberculosis). 
Reference.—VAastInE, J. H., and Bacon, E. P. (1935), Radiology, 24, 22. 


Celiac Rickets.—GERALD Stot, M.D., and P. M. DEVILLE, M.R.C.P. 

B. R., female, aged 16 years. Very small for her age ; weight 4 st. 12 lb. Was 
normal, apparently, up to age of 10 years, but according to the mother “ was always 
small ’’, and growth appears to have stopped since that age. Intelligence normal. 
X-ray changes of skeleton are those of cceliac rickets. (Figs. 1 and 2.) 


. 


increas | 























Fic. 1.—Note “ honeycombing ” and Fic. 2. 
muzziness of epiphysis. 


1 POSTSCRIPT (31.3.38).—Juengling’s separation of the osseous lesions from the syndrome, under the 
name of “ ostitis tuberculosa multiplex cystoides” is not only misleading with regard to the etiology of 
Boeck’s sarcoid but is also the reason for the erroneous inclusion of cases of atypical tuberculous bon: 
lesions under this label. A recent paper by Buttinger (Fortschr. Geb. Roentgenstr., 1938, 57, 176) gives 
a good example of unusual cystoid bone tuberculosis in a child, aged 84 years, which the author proper] 


discriminates from the lesions of Boeck’s sarcoid.—[H.L. } 
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Wassermann reaction negative. Urine: No albumin or sugar; no abnormal 
cells. 

Blood-count : R.B.C. 3,500,000; Hb. 62% ; W.B.C. 6,050. (Differential count 
normal. ) 

Blood-calcium 7-8 mgm. %. Blood-urea normal. 

The feces show no undigested material and the fat distribution appears to be 
normal. 


Dr. HELEN MAckKAy said she did not think that the rachitic changes in this patient could 
be attributed to celiac disease and consequent deficient absorption from the gut. Dr. Slot 
had stated that the stools were now normal, so that there was no evidence of deficient 

bsorption from the intestinal tract at the present time, and moreover, unlike the ordinary 
vase of celiac rickets, the patient had failed to respond to the supply of vitamin D by 
treatment with ultra-violet radiation of the skin. She suggested that this case was one of 
those rare cases described as rickets “ resistant ’’ to vitamin-D therapy. Some of these cases 
had responded to enormous doses of vitamin D, and she suggested that the dose of vitamin D 
n this case should be steadily raised, to try to obtain the desired effect. Of course if this 
was done, careful watch was necessary for symptoms, or radiographic signs, of overdosage. 


Congenital Hypertrophy of Right Side of Body and Left Side of 
Face.—GERALD Snot, M.D., and P. M. DEVILLE, M.R.C.P. 


F.C., male, aged 6 years. Second child; premature birth. The limbs on the 
right side are longer and more muscular than those on the left. 


Measurements :— Right Left 
Tip of acromion to radical styloid = I4in. 13% in. 
Anterior superior spine to internal malleolus = 21} in. 20? in. 


No loss of power; reflexes normal. Left side of tongue slightly hypertrophied. 
Weight 2 st. 3 lb. Wassermann reaction negative. The interest of this case is the 
crossed distribution. 


Familial Infantilism Associated with Epilepsy.—R. W. B. Exits, M.D. 


Albert E., aged 7 years and 4 months, and Nellie E., aged 12, the children of 
normal parents who are third cousins. A sister aged 13, another sister aged 10, 
and a brother aged 6, are normal. No other familial history of infantilism or 
epilepsy. 

Albert E., born at term weighing 7? lb.; appeared normal at birth, but 
failed to grow. Bronchopneumonia at 3 months; backward in walking (3 years) 
and talking. Stools normal. No enuresis or urinary symptoms. At 1 year and 
9 months had a severe convulsion followed by weakness of right arm and hand, which 
has persisted. Since then attacks of rigidity and unconsciousness have recurred, 
though temporarily controlled with luminal } gr. b.d. 

Weights: At 1 year, 11 lb.; at 34 years, 13 lb. ; at 5 years, 17 Ib. 

On examination (aged 7 years and 4 months).—An extremely small, active boy, 
having an appearance suggesting hypopituitarism. Facies infantile; hands and 
feet slender ; considerable deposit of fat over chest, abdomen, and pubis. Testicles 
we undescended ; penis and scrotum are minute. Right internal strabismus ; 
weakness of right hand and arm. All deciduous teeth present ; upper incisors are 
‘arious, lower incisors well formed but displaced. No permanent teeth erupting. 
Weight 18 lb. (7-93 kilos). Height 73-2 em. ; heel to umbilicus 40 cm. ; umbilicus 
to vertex 33-2 cm. Circumference of head 49-4 cm.; chest (nipple level) 45 cm. ; 
abdomen (at umbilicus) 42 cm. Intermeatal measure (over vertex) 29 cm. 
\cromion to radial styloid 21 em.; ant. superior spine to internal malleolus 32 cm. 
Pulse 110, temperature 100° F., respiration 22. 
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Intelligence tests (Miss Duguid): Mental age (Terman-Merrill and Merrill-Palmer 
tests) 2-8; I.Q. (by same tests) 36°4. “‘ On the results of the Merrill-Palmer and 
Terman tests this boy ranks as an imbecile, being below the level of educable defect. 
His speech is well developed and he talks readily. Considering his physical difti- 
culties his manual dexterity is quite good.” 

Radiological examination : Pituitary fossa, maximum width 0-8 cm., maximum 
depth 0-6 em. No evidence of abnormality other than small size. Long bones 

















Albert E., aged 7 years 3 months, showing facies, distribution of 
obesity, and hypogenitalism, with normal control. 


small ; lines of arrested growth in femora ; epiphyses well formed. Carpal bones : 
Some delay in comparison with normal control. 

Stools and urine: Nothing abnormal found. 

Biochemical investigations: Blood-sugar (fasting) 0-085°%; blood-cholesterol 
220 mgm. % ; blood-urea 20 mgm.%,. 

No abnormality of urinary output and fluid intake. 
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Nellie E., aged 12 years. Normal birth ; walked and talked at 1 year. 

Birth-weight 7 lb. From infancy until the age of 8 years she had occasional 
epileptic attacks similar to her brother’s. No residual paralysis. She has had 
whooping-cough, measles, bronchitis, and pneumonia, but has otherwise been in 
vood general health. Her failure to grow was noted in infancy. She is said to be 
‘bright ” mentally. At the age of 12, she now weighs 42 lb. (20-37 kilos) and 
measures 374 in. (95-2 cm.) in height. (It has unfortunately been impossible to 





Nellie E., aged 11, with sisters aged 12 and 10. 


investigate this case fully.) The contrast between this child and her two normal 
sisters is seen both in the stature and in the infantile facies. 

Comment.—Both these children were of normal weight at birth, the slowing-down 
of growth beginning during the first year. Their present appearance and, in the 
case of the boy, the distribution of obesity and hypogenitalism, strongly suggest 
hypopituitarism. The association of this with epilepsy in two members of a family 
must be of extreme rarity. 

Dr. COCKAYNE said that Professor J. B. S. Haldane was breeding dwarf mice which were 
nfertile and had a deficiency of eosinophil cells in the anterior lobe of the pituitary gland. 
oe was recessive, and it was probable that this familial infantilism was inherited 

1 the same wey, 


Pathological Specimens.—G. H. Newns, M D. 
I.—Congenital Mitral Stenosis. 

The patient, a boy, aged 1 year and 9 months was backward in development ; he 
was unable to sit up and made only feeble attempts to talk. Recently he had refused 
ull solid food. He had an enlarged heart and there was a presystolic murmur. He 
vas severely anemic. A blood transfusion was given but the child became worse 
ifter it and died. 

The specimen shows a severe degree of mitral stenosis. There is only a small 
JuLY—Dis.1N CHILD.2 * 
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opening between the valve cusps, which are much thickened and adherent. The 
left auricular wall is greatly hypertrophied. The ventricles are also hypertrophied. 
The aortic valve is bicuspid. 

The changes in the other organs were those of congestive heart failure. 


Il.—Acute Bacterial Endocarditis. 


Valerie P., aged 9 months, was well until twelve days before admission to hospital 
when she had a convulsion. Further convulsions followed and the child showed 
increasing lassitude. A harsh systolic murmur was noticed at this time. 

On examination.—The child was pale and very ill. A systolic murmur was 
heard towards the apex. Temperature 100-102° F. 

Blood : R.B.C. 2,920,000 per c.mm.; Hb. 50%; W.B.C. 20,900 (polys. 78% : 
lymphos. 8% ; monos. 10%). 

A blood transfusion was given. A few days later the infant died suddenly. 
Shortly before death the spleen became palpable. 

At autopsy, a large fleshy friable vegetation was found on the mitral valve, which 
was not ulcerated. Other valves were normal. The spleen was slightly enlarged 
but contained no infarcts. One kidney showed a large recent infarct. In this and 
in the other kidney there were several smaller infarcts, some recent, some older. 

Histologically, the necrotic vegetation consisted mostly of fibrin, red cells, and 
clumps of Gram-positive cocci. 
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[March 28, 1938} 


Three Cases showing Late Results of Pedicle Bone-graft for 
Fractured Mandible.—PErcIvAL CoLe, F.R.C.S. 

1.—J. H., a man aged (?) 45, had an ununited fracture of the mandible, due to a 
road injury. 

Operation.—12.3.19 : Site of non-union exposed by the usual incision. A large 
vap was seen at the left side, extending back as far as the anterior border of the 
ascending ramus, the posterior fragment being very high and deeply set. The gap 
measured between 4 and 5 cm. The graft taken extended well across the niddle 








Fic.1.—J. II. £9.8.36. 


ne and passed through the site of an old fracture. The splint was broken in 
ntroducing an endotracheal catheter, one side of the jaw only being controlled. 
he operation was extremely difficult and the posterior contact was not regarded 
s being very good. Progress was uneventful. 

26.5.19 : Splint removed. 28.5.19: Good union; bite quite good. 9.12.20 : Satis- 
vctory in every respect. The gap is now filled by thick bone (fig. 1). 


JuLY—OpontT. 1 
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II.—S. M., a man aged (?) 45, had an ununited fracture of the mandible, caused 
by war injury. 

Operation.—19.4.18: Bone fragments exposed by the usual incision and found 
separated to the extent of 3 cm., the gap occurring in the premolar and molar region 
on the left side. A bone-graft, derived partly from the right side of the mandible, was 
fashioned with a long pedicle to allow necessary readjustment. A small portion of 
the graft at the right hand extremity was broken in the process of being freed, so that 
the graft was just long enough to provide end-to-end contact. The graft was wired 
in position in the usual way. 








Fic. 2.—S..M. 9.2.37. 


26.4.18 : Doing well. Skiagram shows good contact. 1.6.18: Splint removed. 


There seemed, at this time, to be slight mobility at the posterior end of the graft. 
1.10.18: Firm union, subjectively and objectively. 

The patient has been seen from time to time (fig. 2) and has had nothing 
untoward to report. 

I11.—A. T., also a man aged about 45, had an ununited fracture of the mandible 
also due to war injury. 19.12.17: Non-union at site of fracture. 

Qperation.—Fragments exposed through curved incision and fibrous union alone 
found between closely applied bone-ends. Bone-ends trimmed and pedicle graft 
adapted. Considerable swelling of the face ensued but, following expectoration of 
some pus and blood, this subsided. 

29.12.17: Some hard swelling in the floor of mouth. 


charge from original drainage hole in the neck. 
31.12.17 : Neck wound dry. Sinus in the floor of the mouth at the site of the gap. 


Slight blood-stained dis- 
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14.1.18: No signs of sepsis. 1.2.18: Doing well. 6.5.18: Splint removed. 

5.3.34: Patient seen for the first time since his discharge from King George 
Hospital, and he had then a small discharging sinus on the skin at the site of repair, 
but this did not cause him. any trouble. Union was firm and the bite perfect 
fig. 3). I thought the sinus was possibly due to the presence of the wire, but this 
was proved not to be the case, for the sinus cleared up after teeth extraction, which 
was undertaken for him at Guy’s Hospital prior to the insertion of a new set of 
wtificial teeth. 

Comment.—The technique of this operation was fully described in my Hunterian 
Lecture given at the Royal College of Surgeons on February 8, 1918, and reprinted 
n the British Journal of Surgery in July 1918. 





. 3.—A. T. 8.6.37. 


The operation has been criticized on various grounds, such as : that union occurs 
only along the lower border of the mandible ; that it is liable to be springy and that 
lo regeneration of the bone tissue of the alveolar portions occurs ; that if the graft is 
ised for large gaps, there is likely to be insufficient apposition of good bone between 
the graft and the mandible, and that, cosmetically, the result is indifferent. From the 
esults in the three cases now shown it may be decided to what extent, if any, these 
riticisms are justifiable. The idea on which the operation was based was that if 
ony continuity could be established, to no matter how small an extent, the problem 
f non-union was solved. For the dictum of Arbuthnot Lane surely holds true—that, 
iven this essential condition, bone will be laid down along the lines of stress and in 
roportion to the graduated stress to which the reconstituted bone may be subjected. 
[here was never any doubt in my mind as to the truth of this underlying principle of 
ione growth and, I think it will be agreed that the functional results exhibited in 
hese three cases, which I have been able to trace after so many years, afford ample 
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proof of the soundness of that faith. It will further be noted, that apart from function 
criticism extends to the cosmetic result. It would, I think, be difficult, or even 
impossible, to guess, from the appearance of these patients, that the bone which 
extends from margin to margin of the bony gap had been obtained from the lowe 
border of the mandible in the neighbourhood. I suggest that the flattening, which 
on theoretical grounds might have been expected, is in fact not evident, and that the 
soft tissue scar in the neck is practically invisible. 

Ununited fractures of the mandible, with loss of substance, are uncommon in civil! 
life, and consequently I have had few cases to deal with since the Great War. | 
have tried to keep in touch with these, but have failed to do so. My belief in the 
value of the operation is, however, firmer to-day than it has ever been, since, evidently. 
its successful outcome can confidently be anticipated. 


Fibrous Ankylosis of Mandible: Post-infective Arthritis and Peri- 
arthritis.—A. L. PackHAM, L.R.C.P., M.R.C.S., L.D.S.E. 

The patient, a girl aged 9 years, was a very healthy baby up to the age of 1 year 
and 6 months, when the right ear began to discharge. A severe mastoid operation 
and also an operation for infected cervical glands were performed in hospital. (Both 





ae 





Fibrous Ankylosis of Mandible. 


operations were on the right side.) The patient was in hospital for ten months, and 
after discharge was in a convalescent home for a further four months. Complete 
recovery followed. 

When she was 6 years old she underwent another operation, the scar from which is 
seen in front of the external auditory meatus. Since then she has been in perfectly 
good health, but there has been a gradually increasing difficulty in opening the mouth. 
There is no other complaint. She can eat anything. 

On examination.—The mouth cannot be fully opened, movement being limited t« 
half an inch between the incisors. The tongue becomes sore if it is protruded much. 

The right condyle cannot be made out, and no movement can be felt. The left 
condyle moves normally. The face is asymmetrical, the chin being pulled acros: 
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to the right. Under nitrous oxide anesthesia very great resistance was felt when an 
endeavour was made to open the mouth more than half an inch. 

X-ray examination shows great thickening of the neck of the condyle, and dis- 
integration of the articular surface of the right side. The left side is normal. The 
condition appears to be progressive. 


Adamantinoma of Right Maxilla—aA. H. Apcock, L.D.S.E. 

Mrs. P., aged 50. 

History.—Swelling and tenderness in the right maxilla followed extraction of 
teeth twenty-four years ago. Repeated attempts were made by both surgeons and 
dental surgeons to incise the swelling. Several dentures had been constructed but 
none proved successful. 





On examination (October 1935).—A large purple swelling extended from 3} 
region back into the soft palate as far as the tonsil and over the mid-line of the palate. 
It was tender, fluctuating, and knobbly to touch. A provisional diagnosis of 
adamantinoma was made. Radiography revealed a worm-eaten appearance— 
suggestive of adamantinoma; the right antrum was dim and there was a rounded 
shadow at its base possibly an extension of the growth. 

Pathological report: Part of a malignant tumour, with the characters of an 
adamantinoma of glandular type (figs. 1 and 2). 
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Bacteriological report on cyst fluid : No evidence of pus formation or tissue cells. 
No bacteria ; cultural examination did not yield any bacterial growth. Examination 
of hemorrhagic fluid showed it to consist entirely of whole unaltered blood without 
any evident leucocytic reaction. 

Patient was referred to a surgeon. In view of her health and the extent of the 
growth, radical operation was deemed unwise, and deep X-ray therapy was advocated. 








>. 2, 


This was undertaken by the X-ray department at the General Hospital, Birmingham. 
I am indebted to Dr. Bromley for the following report :— 

Treatment Course (1) : 3,000 roentgens calculated at the tumour by two fields— 
one intra-oral and one anterior external in 20 sessions—over one month. The swelling 
retrogressed in size and in April 1937 a further course was given. 

Treatment Course (2): 2,000 roentgens calculated at the tumour by intra-oral 
fields in 8 sessions—over three weeks. 
~~ March 1938: The swelling had considerably decreased in size. It was pale pink 
in colour; there was a small purplish spot anteriorly in the palate. No pain on 
pressure. One tender spot in 3| region on the alveolus. Anterior third of tongue on 
the right side is smooth and denuded of papilla. The patient is now wearing 
dentures and is comfortable. 
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[February 28, 1938 
Three Unusual Affections of the Jaws 


By GeorceE T. Hankey, M.R.C.S, L.R.C.P., L.D.S. 


I aM reporting these three cases together for the following reasons :— 

(a) In no case was an accurate clinical diagnosis possible. 

(b) Radiographs were not conclusive, suggesting a dental cyst in Case I and 
multilocular cysts in Cases II and ITI. 

(c) Their real natures were only disclosed by biopsy. 
I.—Fibro-myxo-sarcoma of Mandible. 

17.6.37 : Mrs. B. P., aged 48. Healthy ; no previous diseases. 


History.—Patient attended my out-patient department at the London Hospital 
for a painless swelling of the gum in the region of the lower left wisdom tooth, which 
she had first noticed eighteen months before. The last of her erupted teeth had 
been extracted nine months. The lower right wisdom tooth was just beginning to 
erupt. 

Condition on examination —The mouth was edentulous, except for a cusp of 8 
just showing. In the |8 region there was a soft enlargement of the gum, not much 
more than is sometimes normal in this region. Colour normal. No discharge, 
tenderness, or pain. External swelling hardly noticeable. An unerupted wisdom 
tooth was suspected 

X-ray examination revealed a mesio-angular partially-erupted wisdom tooth, 
most of which, except the crown, seemed to be in a large multilocular cavity which 
involved the whole of the ascending ramus and angle and the posterior third of the 
body of the mandible on the left side (Plate I, fig. 1). 

8.7.37: I diagnosed multilocular cyst—site, age, sex, and history, all suggesting 
this. Extraction of 8!8 and biopsy of the material filling the cavity below the left 
wisdom tooth was performed under a general anesthetic before the major operation 
was undertaken. On this occasion, there was a large cavity beneath the tooth, and 
{ took out what I presumed to be cystic lining membrane. 

29.7.37 : Pathological report——*‘ Portions of fibro-myxo-sarcoma from gum. 
No epithelial cells and no evidence of multilocular cyst in this specimen. The 
tumour in these portions is composed of mucoid connective tissue and fibrous tissue. 
The cells vary only slightly in appearance and are not numerous relatively to the 
intercellular fibre, so the tumour is not of great malignancy.” 

In consideration of the report I sent the patient to the radium-therapy department, 
where the area of the growth was treated with deep X-rays on six occasions during 
the next month. 

12.9.37 : The swelling had responded well to the X-ray therapy, and had con- 
siderably diminished in size. The radiographic appearance was the same, except 
that a slight osseous involvement of the soft tissues in the retro-molar triangle could 
now be seen (Plate I, fig. 2). 

21.9.37: To obviate any mistake I opened the cavity again under regional 
novocain anesthesia. Its interior was obviously myxomatous; probably this 
was the degenerative effect of the deep X-rays. A portion was removed for biopsy, 
and the report was Myxoma from jaw.” 
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2.12.37 : Under general anesthesia, and through a large incision, I excised the 
whole of the tumour and swabbed out the cavity with pure carbolic. The wound 
was sutured except at its anterior end, which was packed. A vulcanite obturator 
was fitted later, to keep the opening patent. 

11.12.37 : Pathological report—‘‘ Portions of mucoid fibrous tissue from mandible. 
Possibly myxo-fibro-sarcoma of low malignancy. Possibly osteitis fibrosa. The 
tumour is composed of fibrous tissue forming a delicate open network containing 
hematoxophil mucoid material and rather sparsely scattered spindle and stellate 
fibroblasts of uniform appearance. The structure of this tissue is uniform through- 
out the section. I think many pathologists would class this lesion as a myxo-fibroma.”’ 
[Signed] W. W. Woods. 

Fig. 3 (Plate I) shows the microscopical structure of this tumour. The reference 
to the osteitis fibrosa in the report is due to the fact that a similar appearance has 
been observed in the midst of an osteitis fibrosa affecting a limb. To exclude this 
possibility, I referred the patient to Dr. Donald Hunter for a general examination— 
including the serum calcium and plasma-phosphorus tests for parathyroid affection. 
Everything was normal, and Dr. Hunter thought the tumour had no relationship to 
osteitis fibrosa. I suggest that it might be what is known as a connective-tissue, 
or fibrous, odontome, in this case fibro-myxomatous. In any case, it has a very 
low local malignancy ; excision and irradiation should be sufficient to compass its 
extermination. 


II.—-Multilocular Cyst arising from a Maxillary Dental Cyst. 


(Synonyms : Adamantinoma ; epithelial odontome ; basal-celled carcinoma of 
jaw.) 

18.11.37: W.R., male, aged 26. Single; healthy ; no previous diseases. 

History —Patient was referred to my out-patient department at the London 
Hospital, by his doctor, on account of a swelling of the gums above the upper right 
molar region. He had first noticed this twelve months before. The swelling, which 
had slowly increased, was smooth, of a normal gum colour, and of the consistency of a 
tennis ball, and it had gradually filled in the upper buccal sulcus and lately had 
expanded the palate inwards. It caused very little pain, except a dull ache. 
Although the man was an amateur boxer, he could not remember having had any 
particularly heavy blow in that region. 

On examination.—There was a slight swelling of the right cheek. All the teeth 
were present and in excellent condition. There was no caries or pyorrhcea, but the 
right upper second premolar and first molar were loose, and there was a considerable 
tense smooth swelling of the maxilla above them, typical of a dental cyst, except for 
the following facts :— 

(1) The inner wall (in this case, the palate) was expanded, as well as the outer 
plate, an uncommon finding in cases of dental cyst. 

(2) There was no visible cause for a dental cyst—no carious tooth, septic stump, 
or retained deciduous root. 

(3) That radiographs (see Plate II, fig. 4) were fairly typical of a dental cyst, 
though the cyst could not be connected with any particular tooth or root, or 
unerupted tooth. 

These facts, of course, did not exclude a dental cyst arising from a deciduous root, 
since shed, or from epithelial remnants around a permanent tooth, proliferating as a 
result of irritation or trauma. 

On 25.11.37, following Dowsett’s technique [1], I excised the outer wali of the 
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PLATE I. 





Fic. 1.—Radiograph of mandible 
showing apparent multilocular 
cyst in association with an un- 
erupted wisdom tooth. 











Fic. 2.—Same as fig. 1, three 
months later, after extraction of \8. 
An osseous outgrowth can now 
be seen and is marked by an 
arrow. Biopsy proved this to be 
a fibro-myxo-sarcoma, 
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Fic. 4.—Dental cyst in right maxilla, extending from 3 to 8. All teeth erupted. 
Probable cause: trauma. On biopsy, the innocent squamous epithelial lining showed 
early change into a basal-celled carcinoma or multilocular cyst. 





Normal squamous 
epithelial lining of a 
dental cyst. 


Fic. 5.—(From “ Dental Surgery and Pathology’’, Colyer and Sprawson.) 


GEORGE T,. HANKEY:; Three Unusual Affections of the Jaws. 














61 Section of Odontology 1139 


cyst ; this was sent for pathological examination. The cyst cavity had completely 
obliterated the antrum—extending from the canine in front to the tuberosity behind. 
and across the mid-line above the palate and almost up to the floor of the orbit. 
The cavity appeared to be unilocular ; the lining was smooth and pink ; the contents 
were straw-coloured fluid and cholesterol crystals. In fact, there was little reason 
to suppose that the tumour was other than a large dental cyst. However, to complete 
the operation, I extracted 65; which had been loosened by the cystic absorption of the 
alveolus, and at once another fact, unusual in dental cysts, was apparent—the Toots 
of both teeth were much absorbed. 

Together with the patient’s age, the unusual facts just stressed fit in with the 
following pathological report, although the site is rare and the sex less common. 


Pathological report : “‘ Dental cyst lined by squamous epithelium, with new bone 
formation in the dense fibrous wall. A few trabecule of basal-celled carcinoma 
infiltrating the fibrous wall and a small mass of similar carcinoma with very mucoid 
stroma, apparently projecting into the cyst. This is a multilocular cyst (epithelial 
odontome or adamantinoma).”’ [Signed] W. W. Woods. 

The significance of this report is that the greater part of the lining is similar to that 
of a dental cyst (Plate II, fig. 5), except that in places the squamous epithelium 
suddenly assumes the characteristics of a basal-celled carcinoma (Plate III, fig. 6). 
Mr. Sprawson [2] has pointed out the similarity of multilocular cysts to basal- 
celled carcinomata (rodent ulcers) and tumours of the anterior pituitary body, 
suggesting that their common origin is an ingrowth of epithelium, either from the 
buecal mucous membrane including the tooth-band, or from the skin. 

In this case, however; we seem to have a simple dental cyst—presumably arising 
from the epithelial cells of Malassez, or from some other part of the primitive tooth 
band—suddenly turning malignant, or at least locally malignant like a rodent—as 
exemplified by the histological findings and the root absorption. And why not ? 
Does it matter that the original epithelial cells first found their way into the meso- 
dermal tissues for the foundation of the enamel organ ? Those which were not so 
used would not become specialized enamel cells but would remain epithelial. The 
dental cyst then, and the multilocular cyst, seem to have a common origin from the 
tooth band. The dental cyst never contains enamel cells, therefore why should the 
multilocular ? There are certainly none to be seen in the histological sections of 
this case. The application of the term ‘“‘adamantinoma ” to a multilocular cyst seems 
to be a misnomer, and should be discontinued. A portion of this tumour more 
typical of a multilocular cyst is shown in fig. 7, Plate III. The evidence here 
all seems to support Mr. Evelyn Sprawson’s views on epithélial odontomes. 

Conclusions.—The lesson to be drawn from this case is that a biopsy of all dental 
cysts should be made, and the surgical treatment should vary accordingly. Even 
those which seem simple might recur in a locally malignant way. Why not, therefore, 
as a preventative measure, treat all these cysts, after excision, with radium, or deep 
X-ray therapy! After all, radium is universally used for the cure of rodent ulcers 
and basal-celled carcinomata of the skin. Why not use it for basal-celled carcinomata 
of the jaws? Yet experience shows that the multilocular cyst is very resistant to 
wa wl death of the tumour being obtained only at the expense of considerable bone 
necrosis. Here is room for an improvement in radium therapy. At present complete 
excision of the tumour with adjacent tissues seems the only cure. 
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I11.—Xanthomatosis or Lipoid Granulomatosis of Mandible. (Schiller-Christian 
Syndrome, 


R. W., a man aged 36, was sent to the London Hospital for advice by his dental 
surgeon, on account of a hard, painless, enlargement of the right body of the mandible. 
He was warded under Mr. R. Milne, surgeon to the hospital. 

12.12.35 : History—Three years previously he had noticed that his lower teeth 
became loose ; the condition was diagnosed as pyorrhcea. Two years and six months 
previously most of his lower teeth had been extracted. Six months before he had 
first noticed that the lower jaw on the right side was swollen. Three weeks before 
he had found that his lower denture would not fit, and that his lower jaw had 
apparently changed shape. Otherwise he had always been healthy. 


Condition on examination.—There was a fusiform, hard, bony enlargement of 
the right premolar and incisor region of the mandible. No tenderness or inflammation. 
Lower jaw edentulous, except for 87 | 3. Other systems normal. 

Skiagrams of the mandible suggested a multilocular cyst (Plate IV., fig. 8). 

18.12.35: Patient was transferred to the Dental Department for construction of a 
dental splint before operation. He went home for the next four weeks, over the 
Christmas holidays, while the apparatus was being constructed and the necessary 
extractions performed. 

31.1.36: Readmitted to hospital for operation. 

On further radiographic examination Mr. Sprawson drew attention to a new and 
separate focus of the rarefying process in the right ramus and to a condition on the 
original site approaching a pathological fracture in the right canine region. The 
swelling had become larger. No pain, but tenderness on pressure. No glands 
palpable. No constitutional symptoms. Except for the condition in the jaw, the 
patient seemed quite healthy. The change in the clinical signs and the rather 
diffuse rarefaction on X-ray throughout the body of the mandible cast doubts on 
the initial diagnosis. 

Careful inquiry elicited this important fact that five years previously he hac 
suffered from polydipsia and polyuria. On investigation, this condition was found to 
have persisted, water balance being measured at an average excretion of 210 oz. 
per diem. (Normal 50 oz.) A general medical examination revealed nothing 
further. 

Blood examination : Normal red and white counts and hemoglobin ; cholesterol. 
serum calcium, and plasma phosphorus content normal; these examinations were 
carried out in order to exclude sarcoma and myelomatosis. 

Wassermann reaction negative. Urine normal ; Bence-Jones protein not present. 
Skiagrams of the skull and other bones were negative. 

26.2.36 : A biopsy of the mandible was performed, after removal of an outer wedge 
of bone. The cavity was seen to contain a soft greyish-yellow necrotic material. 

Pathological report: “‘ Granuloma of lower jaw, closely resembling the lipoid 
granuloma of general xanthomatosis (Schiiller-Christian syndrome).’’ This patient 
presented the syndrome without the proptosis or exophthalmos—the diabetes 
insipidus, of course, being the result of pituitary involvement in fatty degeneration 
around the sella turcica, although X-ray examination of the skull was negative. 

In lipoid granulomatosis there is a general disturbance of lipoid metabolism, as 
shown by a deposition of cholesterin and its esters in the cranium, maxille, and flat 
bones. If in addition there is diabetes insipidus, and exophthalmos, due to fatty 
deposit within the orbit, we have what is known as the Schiiller-Christian syndrome. 
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Epithelium 
assuming charac 
teristics of a basal 
celled carcinoma. 





Normal squam 
ous epithelial 
lining. 








“a a” » 
Fic. 6.—Normal squamous epithelial lining of a dental cyst changing into a basal-celled 
carcinoma or multilocular cyst. 

















Fic. 7.—A portion of the cyst lining infiltrating the fibrous wall, typical of a 
basal-celled-carcinoma. 
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Fic. 8.—Radiograph of mandible showing 
rarefied cystic area in premolar and incisor 
region, thought to be a multilocular cyst. On 
biopsy this proved to be lipoid-granuloma- 
tosis. 





Fic. 9.—Granulation tissue in 
lipoid granulomatosis. Many 
leucocytes and giant cells. The 
percentage of eosinophils is in- 
creased locally, but not in the 
blood-stream. (Stained with hema- 
toxylin and eosin.) 








Fic. 10.—Granulation tissue 
in lipoid granulomatosis. The 
cholesterin esters stained dark. 
(Scharlach R and hematoxylin 
stain.) 








GEORGE T. HANKEY: Three Unusual Affections of the Jaws. 














63 Section of Odontology 114] 


Under the microscope (see Plate IV, figs. 9 and 10) the percentage of eosinophils 
is seen to be locally increased in the granuloma; in a white blood cell count from 
the blood, however, the percentage is normal. 


Treatment.—The condition of the mandible was greatly improved by the applica- 
tion of radium within the mouth in a screened dental appliance, followed by a plaque 
externally. The polyuria was controlled to an average excretion of 50 oz. per diem, 
with injections of pituitrin } ¢.c. twice daily. The diet was kept low in fats, but rich 
in vitamins. 

These three cases show the importance of biopsy in cystic conditions of the jaws 
before proceeding with surgery. 


|I have to thank Dr. W. W. Woods for the help of his expert opinions with regard 
to the pathology of the cases, Mr. E. C. Sprawson for his general advice and assistance, 
Mr. R. 8. Vine—one of my dressers at the London Hospital—for excellent photo- 


micrographs, and Mr. Milne for permission to report the third case. | 





April 25, 1938] 
Focal Osteitis Fibrosa of the Mandible, simulating Osteogenic 
Sarcoma.—G. T. HANKEY, M.R.C.S8., L.R.C.P., L.DS. 


This case shows the importance of providing the pathologist with a complete 
cross-section of the material for biopsy, since a small portion, as in this case, may 
appear under the microscope to be one condition, and only when it is seen in a 
complete cross-section is its true nature recognized. 

The patient was an otherwise healthy boy (J. F., aged 9 years), who was admitted 
to St. Bartholomew’s Hospital on 17.2.38, on account of a painless swelling of the left 
side of the mandible. His only illnesses previous to the present disease were measles 
and whooping-cough. His family history was irrevelant, and as far as could be 
ascertained no other member had suffered from the same complaint. 

History.—Three years ago first noticed a fusiform swelling of the left body of the 
mandible in the CDE region. There was no pain or inflammation, and there was 
no history of injury. The swelling gradually increased in size. 

Two years and a half ago an intra-oral operation was performed at the patient’s 
local hospital ; what was supposed to be a cyst was incised. The swelling continued 
to enlarge. 

Two years ago a second intra-oral operation was performed. The outer wall of 
the swelling was excised, and granulomatous material was removed from within. In 
spite of this operation the swelling slowly increased, though it was still painless. 

One year ago the patient was readmitted to his local hospital and a further operation 
was performed. This time the method of approach was by means of an external 
incision parallel to and just beneath the lower border of the mandible immediately 
beneath the swelling. The outer bony wall was removed ; the interior was not 
cystic, but was full of an abnormal growth. This was cleaned out as far as possible 
and the cavity was treated with pure carbolic. The growth was within the walls of 
the mandible and at the time was thought to be a myeloma. A portion from inside 
was sent for histological examination. 

Pathological report (16.2.37): ‘ A dense fibrous epulis ; in some areas giant cells 
ire numerous. Clinically this is more than an epulis, as it is invading the mandible 
in all directions.” 
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Another year passed by, during which the swelling slightly increased and became 
tender on mastication although otherwise painless. The microscopical section 
reported on above was sent to the pathologist at St. Bartholomew’s Hospital, and the 
report was as follows : “ A poorly differentiated osteogenic sarcoma. It is producing 
primitive bone and is very cellular. It contains osteoclastic giant-cells in relatively 
small numbers ; these are clearly related to small scattered foci of osteolysis. The 
tumour is probably radio-resistant.”’ 

17.2.38: The patient was therefore admitted to St. Bartholomew’s under 
Mr. J. P. Hosford, for investigation and treatment. 


On examination.—All systems were examined and nothing abnormal was found. 
except a fusiform hard swelling of the mandible in the left canine and premolar region. 
The gum and mucous membrane were of normal colour ; there were no edges ; the 
inner plate was expanded equally with the outer ; there was no tenderness, inflam- 
mation, or discharge, and there were no enlarged glands. Of the dentition the 
permanent incisors and first molars were erupted ; the lower left deciduous canine 
and first molar were in situ, but the second deciduous molar was missing. Radio- 
graphs were taken of the jaw (see Plate V, fig. 11) and of various parts of the skeleton. 
These latter were normal; a blood examination was normal. 

A consultation of the surgical staff was held in order to decide on the diagnosis and 
treatment. This varied between (a) a myeloid sarcoma of low-grade malignancy 
which could be treated by local excision, cautery, and insertion of a large amount 
of radium in the cavity for a short time, to (b) a low-grade osteogenic sarcoma, calling 
for immediate radical excision (complete with periosteum) of the left body and half 
the ascending ramus of the mandible—a bone graft to be inserted some months 
later. 

In the opinion of the X-ray therapy department some myelomata respond well 
to deep X-rays ; the growth calcifies and becomes inactive although its size may 
not alter; but it was not possible to forecast the radio-sensitivity in any given 
Case. 

It was decided to excise the left half of the mandible. I was asked to construct 
en appliance which would control the right half after excision of the left. This I 
did by means of separate upper and lower metal cap splints cemented to the teeth ; 
the splints could be locked together and the jaw immobilized by one simple move- 
ment carried out by the patient—that of slipping a bolt through a hinge, two tubes 
of which are incorporated in the lower and two in the upper, the tubes interlocking in 
line when the teeth are occluded. 

The advantage of this device is that the patient himself removes the bolt and uses 
the functional part of his jaw for mastication ; the splints are kept locked between 
meals and at night, their purpose being to retain the remaining portion of the jaw in 
correct position until the site of excision is ready for a bone graft. 

7.3.38: Mr. J. P. Hosford excised the left half of the mandible from the mid-line 
to the base of the coronoid process and condyle. This operation is difficult and needs 
both care and skill. It was followed by severe shock, necessitating a blood transfusion. 
The part of the mandible excised was vertically bisected, one half being used for 
histological examination and the other (Plate V, fig. 12) being retained for the museum. 

Pathological report (Dr. H. A. Magnus) : “‘ Macroscopical : The specimen consists 
of the horizontal ramus of the left half of the mandible, which has been divided 
obliquely just above the angle. Between the two saw cuts the bone is symmetrically 
expanded into a fusiform swelling with dense bony walls, three times the thickness of 
the normal ramus. Four teeth are in situ. The cut surface shows a large cyst at 
the posterior end lying in relation to the roots of a molar tooth. The cancellous 
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Fic. 11.—Osteitis fibrosa cystica of mandible—radiographic appearance. |3457 unerupted 
and roots not formed. |5 displaced by cyst. Disease involved left ramus from symphysis to 
base of coronoid process 
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Fig. 12.—Osteitis fibrosa of mandible—naked-eye appearance of left ramus, divided 
vertically, after excision, (Specimen now in St. Bartholomew's Hospital Museum.) 
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Fic. 13.—Osteitis 
fibrosa. Photomicro- 
graph showing osteo- 
clastic resorption of 
bone, and replace- 
ment by fibrous 
tissue 


Fic. 14.—Osteitis 
fibrosa. Photomicro- 
graph showing new 
bone formation in 
fibrous tissue by 
metaplasia. (Alone 
could be mistaken 
for osteogenic sar- 
coma.) 


Fig. 15.—Osteitis 
fibrosa. Photomicro 
graph of intervening 
stage, after resorp 
tion of bone, rich in 
giant cells. (Alone 
could be mistaken 
for a myeloma.) 
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bone is irregularly sclerosed and shows a few small gelatinous areas. These are areas 
»f myxomatous degeneration and if seen alone may resemble fibro-myxo-sarcoma. 

‘* Microscopical : Decalcified sections show extensive lacunar resorption of bone 
which is being replaced by fibrous granulation tissue, rich in osteoclasts (Plate VI, 
fig. 13). In many areas new reticular bone is being laid down by metaplasia. These 
ppearances are those of osteitis fibrosa and may be the result either of the localized 
or of the generalized type of the disease. The biopsy previously examined was 
obviously a mass of cellular bone-producing granulation tissue which, unaccom- 
panied by the changes described above, bear [some resemblance to an! osteogenic 
sarcoma ’”’ (Plate VI, fig. 14). 

An intervening stage, after the absorption of the original bone, rich in osteoclasts, 
giant-cells and fibrous tissue and before the formation of the new osteoid tissue, is 
shown in fig. 15, Plate VI. This, if seen alone, could be mistaken for a myeloma. 


Pathology and Treatment 

I will briefly remind you of the pathology of osteitis fibrosa. It can be divided 
into two types : (1) Osteitis fibrosa cystica (fibro-cystic disease) a primary affection. 
(2) Osteitis fibrosa, the result of septic irritation. 

Osteitis fibrosa cystica.—In the past this disease was confused with ostea- 
malacia and osteitis deformans, and may still be confused with central bone tumours. 
It was first described by Von Recklinghausen, and is sometimes called by his name. 
[t may be (a) local, focal or cireumscripta, affecting only one bone, and probably 
caused by a toxin of as yet unknown origin. In the local form, areas of cystic or 
myxomatous Cegeneration are not very common. (6) Generalized, affecting several 
bones at the same time, often only discovered following a spontaneous fracture and 
always associated with hyperparathyroidism. The hyperparathyroidism is the result 
of a small adenoma of the parathyroid or of a hyperplastic condition of one or more 
lobes. 

The main and characteristic histological features of the disease, either local or 
veneralized are: (1) Osteoclastic resorption of bone ; (2) replacement of bone by 
granulation tissue ; (3) organization of the granulation into fibrous tissue ; (4) new 
bone formation in the fibrous tissue by metaplasia, or (5) cystic and myxomatous 
degeneration of the fibrous tissue. 

The new bone formation is nature’s attempt to cure, but the disease is usually 
progressing or degenerating elsewhere. It may ultimately be complicated by 
tumour formation, the most likely being a myeloma, rarely a malignant sarcoma. 

Treatment : Any source of sepsis should be removed. The diet needs particular 
care and should be rich in bone-forming vitamins. Any measure which will increase 
the patient’s resistance isindicated. In the local type, without areas of degeneration, 
surgery is not always necessary. At the most, trimming and reduction of the 
deformity is all that is required. When the disease is cystic and progressive, excision 
may be necessary as in this case. X-ray application may assist by stimulating 
calcification. 

In the general type of the disease, excision of the adenoma or of the hyperplastic 
portion of the parathyroid will effect a cure, the weakened bones being controlled 
during recalcification with the aid of splints, &c. 

Osteitis fibrosa, the result of septic irritation.—There seems to be a definite 
variety of the disease which occurs locally, following chronic infection. It is common 
in the maxille owing to the frequency of dental infection extending to the bone. 
The bones hypertrophy as the result of decalcification and fibrosis, but without 
ystic degeneration. I reported a typical case [1] involving the superior maxilla 
und cranium. 
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Treatment: Removal of the cause, such as the extraction of infected teeth and 
drainage of the area of osteomyelitis, will often effect a cure, or at least will result in 
the disease being stationary. Radical excision will rarely be necessary. 


{I thank Mr. J. P. Hosford for permission to publish this case, and Dr. H. A. 
Magnus for the photomicrographs and for his advice on the pathology. | 


Reference.—[1] HANKEY GEORGE T., Proe, Roy. Sor. Med., 1935, 28, 1676 (Sect. Odont., 48). 
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Section of Dermatology 
President—H. HALDIN-DAVIS, F.R.C.S 


[March 17, 1938] 


Pityriasis Lichenoides et Varioliformis Acuta.—A. Winucox, M.R.C.P. 
(for H. MAcCoRMAC, C.B.E., M.D., F.R.C.P.). 


Alice H., aged 25, was shown at the meeting on 16.12.37, when she presented 
the typical appearance of pityriasis lichenoides et varioliformis acuta (Proceedings, 
31, 471, Sect. Derm., 35). 

20.12.37 : Admitted to the Middlesex Hospital. General ultra-violet light therapy 
and daily intravenous injections of ametox (sodium thiosulphate) 0-6 grm. given 
for ten days. During this time the eruption became more extensive and the 
necrosis more severe. The ametox was discontinued and a course of intramuscular 
whole blood injections was given, but with no appreciable benefit. 

In view of the superficial resemblance of the lesions to the papulo-necrotic 
tuberculides it was decided to try the effect of intravenous injections of novarseno- 
billon. The first injection, 0-3 grm., was given on 10.2.38, and this dose has been 
repeated at weekly intervals. Six injections in all have been given. 

There has been a definite improvement since these were begun, especially as 
regards the necrotic lesions, but there has also been a diminution in the number 
of fresh lesions, so that at the present moment the eruption is rapidly fading. 

The Wassermann reaction has been negative on three occasions and a skiagram 
of the chest shows no abnormality. 

It is somewhat difficult to assess the effect of treatment in cases which undergo 
spontaneous remission, but it would be interesting to know what effect novarseno- 
billon has and whether this throws any light on the etiology of the condition. 


Discussion.—Dr. H. MACCORMAC said he thought that Dr. Willcox had not sufficiently 
emphasized the immediate effects of the arsenical injections. Until that method of treatment 
had been employed the patient’s condition had been steadily growing worse. More lesions 
had continued to appear and necrosis had been pronounced. From the commencement of 
the course of injections the progress of the disease had been arrested and the condition had 
steadily improved. 

The PRESIDENT said he wondered whether the improvement was not so much due to the 
institution of arsenical treatment as to the cessation of the measures previously taken, which 
had obviously been unsuccessful. The eruption was still more or less active, and in no way 
resembled a syphilitic eruption to which arsenical treatment had been applied. About ten 
years ago he had shown a case of pityriasis lichenoides et varioliformis acuta and that case 
had recently come under his notice again. The patient had presented himself for Life 
Insurance, and had been referred back for a report on the cutaneous condition. Although 
over ten years since first seen, the disease was still evident, though not very active. The 
papules and the necrotic areas continued to appear from time to time although in reduced 
numbers. The patient said that there were waves of exacerbation and remission, alternating 
with no very great regularity. He said that he had never been absolutely free from the 
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disease during the whole time, but his health had never suffered. His present age was 
about 80; he was married and had a healthy family. That case certainly showed how 
continuous and chronic the disease could be. 


Dr. A. C. ROXBURGH said he wondered whether Dr. MacCormac had tried gold in any of 
these cases. He had seen two of them clear up quickly with injections of gold. Sometimes 
these cases cleared up without treatment, but he was certainly under the impression that 
gold had a good effect. 


Dr. G. B. DOWLING said that he had had a similar case though the lesions were not so 
deeply necrotic. He had frankly told the patient—who was himself a doctor—that any 
treatment he could offer would be of doubtful value, but that the trouble might clear up 
spontaneously. The patient returned several months later and said that the eruption had 
disappeared. 

Dr. A. M. H. GRAY said he wondered whether Dr. Roxburgh had used gold in any case 
in which it had not been successful. Shortly after Dr. Barber had published the report of 
his case successfully treated with gold, he (Dr. Gray) had used it in a case in which the 
disease had been present for about three years and it had had no effect whatever. He had, 
however, seen a considerable number of cases clear up spontaneously in an average of about 
six months. On the other hand some ran on for a number of years. 


Generalized Scleroderma.—H. MacCormac, C.B.E., M.D., F.R.C.P. 


C. H. P., a railway worker, aged 59. Past health good. About May 1937 he 
noticed a hardness and swelling of the skin of the face and neck. Soon afterwards 
similar changes developed in the hands and arms, and gradually became universal. 
He was, nevertheless, able to continue at work until November 1937, that is until 
six months after the onset of symptoms. On his admission to hospital, on January 
28, 1938, the skin was everywhere thickened and swollen, the condition being more 
pronounced over the face and neck, where the colour was a yellowish-brown. There 
was some difficulty in speaking and swallowing. Raynaud phenomena had been 
observed on the hands. Over the back, neck, and arms, numerous rain-drop indenta- 
tions were present. The legs were cedematous and pitted on pressure. During the 
first four weeks after admission there was a continuous febrile reaction, averaging 
100° F., but during the fifth week the temperature gradually fell to normal. There 
has been a steady and progressive improvement in all symptoms and the cedema of 
the legs has cleared up following injections of salyrgan. No changes were detected 
in the muscles except wasting, especially of the arms, such as would be expected from 
a prolonged illness. The ears remain deformed, hard, and lumpy, but show no calcium 
deposit on X-ray examination. The bones of the hands are radiologically normal. 
Further investigations include a blood-count, approximately normal, a Wassermann 
reaction (negative), and an estimation of the blood-calcium (8-4 mgm. per 100 c.c., 
that is slightly below the average). The calcium balance has been estimated as 
follows: Intake 0-3 grm.; output 1-27 grm. Phosphorus: Intake 1-41 grm; 
output 2-45 grm. Urine: Protein less than 0-1 grm. per 100 ¢.c. ; no blood or casts. 
Blood-plasma proteins: Albumin 2-39—as compared with a normal of 4-5 to 5— 
which may account for the cedema of the legs. A section of the skin exhibits a dense 
fibrosis of the dermis with some cedema and a sparse inflammatory reaction. 

This patient’s condition seems to correspond with the rare form of scleroderma 
in which the whole integument is involved. There was no precedent febrile state, 
nor is there any demonstrable calcinosis. The case is unusual in its course, which has 
so far been relatively benign. 

In some aspects it would seem to have a closer affinity with dermatomyositis than 
with localized scleroderma ; Dr. F. 8. Langmead! has stressed this possible relation- 
ship and points out that both generalized scleroderma and dermatomyositis are more 


1 Langmead, F. S. (1923), Arch. Pediat., 40, 112. 
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han simple diseases of the skin and subcutaneous tissues, and that some of the more 
hronic forms of dermatomyositis may even be indistinguishable from universal 
cleroderma. This issue has been confused by the use of the terms scleroderma and 
clerema in some quarters as synonyms, a practice which at least in this country, and 
in view of Dr. Gray’s investigations, should be avoided. 


Discussion.—Dr. F. PARKES WEBER said he thought that the case represented the 
o-called complete * hidebound ”’ type of scleroderma which one read of in the old books, one 
of the earliest recognized types of the disease. There were, however, some particular points 
bout the present case which impressed him very much. There was the “ pseudo-leprous”’ 


ppearance of the ears; he could think of no better term to apply to them. The condition 
yoked like tuberculous leprosy. Then the eyelids were definitely affected in the same way 
as the skin. He did not think that the tongue and the soft palate were of the hard 


msistency of the skin, but they certainly were definitely involved in the disease, and their 
movement was impaired. 


He thought that the “rain-drop”’ depressions in this case marked minute areas of the 
skin in which there was less sclerodermatous thickening than in other parts. 
Dr. MAcCORMAC said a section had been taken through the “ raindrop ’’ depressions. 


Speaking without being certain of the facts his impression was that the same changes were 
present in the skin, though a little less marked. 

Dr. C. H. WHITTLE asked whether, in view of the comparative comfort in the face since 
the extreme swelling had subsided, Dr. MacCormac could give any idea as to the prognosis ? 


Dr. MACCORMAC said that he had only seen two similar cases and so had not much 
experience on which to base a prognosis. The oedematous reaction was clearing up without 
developing into the peculiar hidebound condition which was a feature of the more severe 
types. So far as he could judge, it seemed reasonable to expect that the patient would 
continue to improve and possibly recover completely. 

The PRESIDENT said that some years ago he had had a similar case in a man aged over 
60, in which the condition had cleared up almost completely, leaving merely a certain number 
of sclerodermatous areas in the skin which however did not affect the patient’s general health. 
The man regarded himself as cured, notwithstanding the hidebound areas of skin over the 
ribs and in the lumbar regions. He had remained well for some years afterwards. 


Dr. WHITTLE asked whether there was any correlation between the rapidity of the spread 
ind the benign character in this case ? 

Dr. F. PARKES WEBER said that it had always been recognized that the more acute cases 
of scleroderma had a better prognosis than the chronic progressive cases. There was greater 
possibility of recovery or improvement. 


Acanthosis Nigricans.—G. B. Dow1inG, M.D., and W. FREUDENTHAL, M.D. 
I.—Dr. G. B. Dowling 


The patient, a man aged 62, noticed twenty years ago that his neck was becoming 
pigmented ; he cannot remember very clearly how rapidly the pigmentation spread, 
but he is certain that there has not been much alteration for many years. About 
twelve years ago he underwent an operation for gastric ulcer. He has had no 
abdominal pain since then and has been in satisfactory health. 

He presented himself at St. Thomas’s Hospital on account of a scaly eruption which 
resembled psoriasis. On account of the pigmentation—for which the diagnosis of 
icanthosis nigricans seemed more probably correct than that of Darier’s disease—an 
investigation for evidence of abdominal and pulmonary carcinoma was carried out. 
An ulcer in the stomach can be seen radiologically, but does not appear to be malignant, 
vccording to an examination by Professor Dudgeon on the resting gastric juice. 
he chest is radiologically normal and there are no physical signs of disease. More- 
over, the pigmentation has been present for twenty years, which would seem to 
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exclude cancer as the cause. It occupies especially the axille, the intergluteal fold 
and the penis and scrotum. The skin in these regions is almost black, soft, anc 
slightly rugose. Elsewhere it looks freckled and in certain spaces, notably the nec 
and forearms, the pigmented spots—of a far paler brown than that of the skin in the 
folds and in the genitals—are so closely aggregated as to be almost confluent. In 
various parts, but especially on the neck, there are also numerous acuminate rougl: 
horny lesions which seem to be located about the orifices of the hair follicles, anc 
which suggest the diagnosis of Darier’s disease. Owing, however, to the localization 
of the deeply pigmented areas to the folds and genital organs, the diagnosis of 
acanthosis nigricans of benign type seems more probable. 

H. Behdjet (Bull. Soc. Franc. de Dermat. et Syph., 1932, 39, 192) described globular 
horny bodies in the epithelium ; these were present in all our sections. Behdjet said 
that published records showed a preponderance of benign cases as opposed to those 
associated with malignant disease. He also thought it right to dissociate acanthosis 
nigricans from the papular confluent and reticular papillomatosis of Gougerot and 
Carteaud, chiefly on account of the localization, depth of pigment, and histological! 
characteristics. 


II.—Dr. W. Freudenthal 


Histological report: A biopsy made from a section taken near the right axilla 
shows numerous narrow closely-aggregated epidermal processes running downwards : 
some of them heavily loaded with pigment. A few cells showing colloid degeneration 
are seen, but nowhere is there dyskeratosis, as in Darier’s disease. In some places 
the horny. layer dipping downwards forms invaginations ; in others there are small 
horny pearl-like bodies, like those which, as Dr. Dowling has told us, were observed 
on one occasion by Behdjet. There is some perivascular infiltrate in the upper cutis. 
Arising from the walls of the hair follicles a number of narrow, epithelial strands, 
sometimes pigment-laden, produce a picture resembling that of a tricho-epithelioma. 
A certain amount of infiltration around the hair follicles is present (fig. 1). 

A second biopsy from the right axilla shows similar epithelial processes arising 
from the epidermis as well as from the hair follicles and especially near their ostia ; 
horny pearls are fairly numerous, some of them contain pigment (fig. 2). 

A third biopsy was taken from a lesion in the loin which looked, clinically, like 
psoriasis. This shows the same epidermal proliferation and also tricho-epithelioma. 
In some places there are parakeratotic scales containing horny pearls. The histo- 
logical picture suggests a psoriasiform exanthem, forming part of the acanthosis 
nigricans. 

Summary.—Histologically we have an acanthosis nigricans associated with 
tricho-epithelioma, a feature hitherto unrecorded in this disease. 

Comment.—The only case in the literature in which the appendages of the skin 
were found to be involved is that of Hamdi and Reschad (Virchow’s Archiv, 1927, 
263, 412). The authors describe and illustrate epithelial proliferations of the deeper 
parts of the sweat-ducts and note that a few “ buds ’’ were found on one sebaceous 
duct and one hair root. (Judging from their two microscopical illustrations we 
would have thought that the epithelial proliferation was arising from the hair follicle 
system as it is in our case.) Hamdi and Reschad assume that in their case the 
atypical proliferation of the appendages of the skin (and in a second case which they 
had—a dermoid cyst) played the same role in the development of acanthosis nigricans 
as an abdominal tumour in other cases. In their first case they noticed that around 
the biopsy wound—in an area about four inches in diameter—the skin manifestations 
became gradually less marked during the three months following the excision. In 
our case the biopsies were not followed by regressive changes. 
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We think that in our case the simplest explanation is that the proliferation of 
the epidermis and the proliferation of the hair follicles are of the same nature and 
due to the same stimulus—which is unknown to us. Whatever this stimulus is, it is 
noteworthy that the picture produced resembles a tricho-epithelioma, a condition 
which most of us group with the nevi. 

The cause of acanthosis nigricans is apparently of a very complex nature, one of 
the determining factors being a congenital developmental anomaly. This might 
manifest itself in early life (juvenile cases) or in later life ; thus the present case might 
be interpreted as a neevus tardus. 

Postscript.—Since the meeting Dr. J. H. Twiston Davies has informed us that 
several months ago he saw a case of hydradenoma eruptivum, in a girl aged 18, with 
a ten-years’ history. It was accompanied by a slight acanthosis nigricans of the 
axillary folds. 

This might be taken as another instance in which acanthosis nigricans is associated 
with a nevoid condition. 


Dr. NORMAN BURGESS said that he had published a case of acanthosis nigricans in the 
British Journal of Dermatology and Syphilis, 1981, 43, 169, and had described it as a 
case of the benign type of the disease. 

When he had first seen the patient in 1931 she had had the disease for over a year 
and it was in a much more advanced condition than that in the present case. Complete 
investigations, including X-ray examination of the whole alimentary tract, had been carried 
out in order to discover if any neoplasm was present. All the results had been negative, 
except that of the fractional test meal which had shown achlorhydria. The patient was kept 
under observation for over two years and was admitted to hospital periodically during this 
time but no evidence of reoplasm was discovered.. Nearly three years after she had been 
first seen at hospital—i.e. four years after the onset of the disease—she began to lose weight, 
her liver became enlarged, and she died. Post-mortem examination had revealed a carcinoma, 
about the size of a sixpence, in the lesser curvature of the stomach, and secondary deposits 
in the liver. He thought it unlikely that the carcinoma had preceded the skin condition. It 
seemed much more probable that the skin condition had preceded the development of the 
carcinoma, 


Pemphigus of the Conjunctiva.—Goprrey BAMBER, M.D. 


F. N., male, aged 45. Running of the right eye began in September 1937. This 
was followed by dryness of the throat and nose-bleeding. Blisters then appeared 
inside the cheeks and a red patch was noticed on the scalp. 

Condition on examination.—Over the right temporal region is a pea-sized bulla 
not surrounded by an inflammatory zone. On the crown is an area denuded of 
superficial epithelium and secondarily infected. The conjunctiva of both eyes is 
cedematous, but there is little inflammatory redness. The changes are more definite 
on the right side and synechie are seen connecting the conjunctiva of the bulb and 
the lower lid. Wassermann reaction negative. 

Blood-count : R.B.C. 5,440,000 ; C.L. 0-94 ; W.B.C. 4,700 (polys. 67% ; lymphos. 
32°, ; large monos. 1%). 


Discussion.—Dr. H. MACCORMAC said that this case raised a very interesting point. 
When pemphigus occurred on the conjunctiva, was it likely that the condition would progress 
to one of essential shrinkage, or was it possible to prevent this if the cutaneous part was 
arrested ? 

He believed that essential shrinkage as an isolated phenomenon rarely came under the 
notice of dermatologists, and that they were possibly not familiar with the clinical course 
which led up to this end-result. 

Dr. H. SEMON said that some years ago, at the National Temperance Hospital, he had 
seen a case in which the essential shrinkage had gone on to almost complete blindness, and 
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active lesions had subsequently developed in the mouth. In those days only local treatment 
of an empirical character was available. That was the only case he had seen in which 
shrinkage had gone on to complete blindness. 

When he was a student in Vienna great stress had been laid upon conjunctival 
synechia being absolutely pathognomonic of pemphigus. Was it a common feature? Could 
anybody say whether in pemphigus vulgaris that singular adhesion of the cornea was at all 
commonly observed? He had seen a number of pemphigus cases, but had never observed 
the complication, and inclined to the view that pemphigus of the cornea might be a disease 
sui generis. 

Dr. G. BAMBER said that a second case of the same type had been under his care for 
some months, but the patient was not well enough to come to the meeting. In addition to 
the conjunctival lesions there were frequently bulle2 on the face, neck, and scalp, and 
sometimes on the upper part of the thorax. The skin cleared with injections of germanin, 
but when these had been stopped for a short time the bulle reappeared. The shrinkage of 
the conjunctiva did not seem to have advanced much ; he could not say whether this was due 
to the germanin injections or not. In ordinary pemphigus he had not seen this kind of lesion 
in the conjunctiva. 


Ulceration of Ankle: Case Previously Shown.'—HuGu Gorpon, M.C., 
M.R.C.P. 


The patient was shown by Dr. Clara Warren at the November meeting of the 
Section. She was subsequently admitted to hospital where the lesions were scraped 
under a general anzsthetic and the base was treated by diathermy. From observa- 
tion of the patient before and after the operation, it was decided that the case was 
not one of dermatitis artefacta. 

Healing was extremely slow and a large variety of local applications were tried. 
Local dressings of antistreptococcal serum appeared to give the best results. The 
patient was finally discharged six weeks ago, with the places apparently completely 
healed, but there has recently been a slight relapse. 

This case is again shown with a view to diagnosis. Unfortunately, a second 
biopsy has not yet been made. The original biopsy of the ulcerated lesions showed 
no signs of any tuberculous disease. 


Dr. A. BIGHAM said that he had two such cases in hospital at present. Hemolytic 
streptococci had been found in pure culture from swabs from the edges of the ulcers in both 
eases. As the condition healed, the streptococcal infection subsided and the infection became 
1 mixed one. These were certainly very difficult cases to treat. Diathermy and scraping 
were about the only methods likely to be effective. However, applications of zine peroxide, 
which was inimical to the growth of hemolytic streptococci, were being tried and the cases 
were improving. 


1 Proceedings, 1938, 31, 260 (Sect. Derm., 20). 





